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Abstract 
 The present study is an investigation of group differences in levels of internalized 
homophobia (high, moderate, and low) as measured on the Short Internalized Homonegativity 
Scale (SIHS) in relation to HIV-risk behaviors, substance use, and Internet use. The sample (N= 
90) consisted of Internet using men who have sex with men (MSM). Results indicate that general 
trend of public identity discomfort across Internet use behaviors, substance use, and HIV-risk 
behaviors. Significant group differences were found between level of internalized homophobia 
on both HIV-risk behaviors and substance use. There were no group differences between level of 
internalized homophobia and Internet use behaviors. Results were evaluated considering the 
minority stress model and just world belief theory to explain group differences with Internet use, 
substance use, and overall HIV-risk behaviors in relations to levels of internalized homophobia. 
Further analysis was conducted to identify specific variables to aid in the explanation of group 
differences. This research will aid public health officials identify factors that contribute to HIV-
risk behaviors with MSM who are the largest growing group of those newly infected with HIV.  
Keywords: Internalized Homophobia/Homonegativity, HIV-risk behaviors, Internet, MSM, 
        Substance Use, HIV/AIDS 
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      Introduction 
  Public health officials have sought ways to reduce the rates of infection from HIV, yet 
despite efforts on their behalf, men who have sex with men (MSM) remain the largest growing 
population of those newly infected with HIV. The human immunodeficiency virus (HIV) 
infection rates have been relatively stable over the past few years, with an estimated 1.1 million 
people living with HIV in the United States and territories (Center for Disease Control, 2009). 
This is an increase from the estimated 500,000 individuals living with HIV or acquired 
immunodeficiency syndrome (AIDS) in 2004 (Sanchez, et al., 2006). Of those estimated to be 
living with HIV in 2009 21% remain undiagnosed (CDC, 2009).  The Center for Disease Control 
(2009) reported the highest increase of overall HIV infection rates amongst MSM; increasing 
from 34% in 2004 to 57% in 2009 (CDC, 2009; Sanchez, et al., 2006). Public health officials 
have sought information on high-risk groups to aid in the development of techniques aimed at 
identifying and targeting high-risk behaviors to reduce HIV infection rates. 
 Behavioral and psychosocial factors have been shown to contribute to increased infection 
rates of HIV amongst MSM.  Leading factors contributing to increased HIV  infection rates 
include unprotected anal intercourse (UAI; Bolding, Davis, Hart, Sherr, & Elford, 2005; 
McFarlane, Bull, & Rietmeijer, 2000; Rosser, Miner et al., 2009; Rosser, Oakes, Horvath, 
Konstan, Danilenko, & Peterson, 2009; Wilkerson, Smoleski, Horvath, Danilenko, & Rosser, 
2010), injection drug use (CDC, 2006, 2009; McFarlane et al., 2000), UAI and injection drug 
use, alcohol or drugs used during last sexual encounter (McFarlane et al., 2000), number of 
sexual partners (McFarlane et al., 2000; Wilkerson et al., 2010), ever having tested positive for a 
sexually transmitted disease/infection (SDT/STI; Bolding et al., 2005; McFarlane et al., 2000; 
Rosser, Oakes et al., 2009; Wilkerson et al., 2010), and type of sexual practice (oral, anal, 
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vaginal; CDC, 2009; McFarlane et al., 2000). Previous research has established these factors as 
the leading contributors to increased HIV infection rates amongst the MSM population. Recent 
research has shifted to the Internet and Social Networking as another factor possibly contributing 
to increased HIV infection rates.  
 The Internet has become more popular over the years, growing from 44.7% of Americans 
using the Internet in 2000 to 77.3% in 2010 (Internet World Statistics (ITU), 2011). Coinciding 
with this growth, the Internet has become a popular venue for MSM to seeking sexual partners. 
Men who have sex with men have been early adapters of the Internet for seeking sexual partners. 
A meta-analysis estimating between 35-45% of MSM have used the Internet to seek sexual 
partners (Liau, Millett, & Mark, 2006; Rosser, Oakes et al., 2009). Amongst many of the benefits 
the Internet provides; anonymity, safety, and privacy are leading protective factors for MSM 
who use the Internet to seek sexual partners (Leiblum, 1997; Liau et al., 2006).  
 Men who use the Internet to seek sexual partners have access to an increasing number of 
sexual partners that may otherwise be limited to more unorthodox locations such as 
bars/nightclubs, bathhouses, adult book stores, or public restrooms. The Internet allows MSM 
who have higher rates of internalized homophobia to act out on their sexual drives in a discrete 
way, which can mediate intrapersonal feelings of self-loathing. Numerous studies have 
implicated that internalized homophobia has played a role in interpersonal and intrapersonal 
negative outcomes and life situations for gay and lesbian individuals; including distrust and 
loneliness (Currie, Cunningham, & Findlay, 2004; Fassinger & Miller, 1996; Shidlo, 1994), 
HIV-risk behaviors (Currie et al., 2004; Nicholson & Long, 1990; Ratti, Bakeman, & Peterson, 
2000; Shidlo, 1994), and depression (Currie et al., 2004; Otis & Skinner, 1996). Rates of 
internalized homophobia may be a factor that contributes to sexual risk taking, and an increase in 
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HIV infection rates. The research on internalized homophobia as been growing in popularity, 
with little research exploring group differences of internalized homophobia, relating to Internet 
use, substance use, and HIV-risk behaviors.  
 The purpose of this study is to explore the difference between Internet use for seeking 
sexual partners, rates of internalized homophobia, substance use, and HIV-risk behaviors. It is 
hypothesized that there is a difference between MSM with higher rates of internalized 
homophobia and lower rates of internalized homophobia in terms of the aforementioned facts, 
and how these factors contribute to any differences in HIV-risk behaviors between Internet users. 
It is the intent of this research to explore what effects the above mentioned factors might have on 
HIV-risk behaviors for MSM, to better inform public health officials in developing prevention 
techniques to help mediate HIV-risk behaviors.  
 In order to answer questions similar to those proposed in this paper, previous researchers 
have explored such critical issues as HIV-risk behaviors, Internet use amongst MSM, research 
methods for Internet based surveying, and internalized homophobia. Each of these domains has a 
plethora of research to support why the socially pressing issues for modern research, yet few 
studies have looked at the interrelation between these variables and the results on HIV-risk 
behaviors. In order to understand the overall hypotheses being examined in this paper an in-
depth review of the literature follows.  
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Literature Review 
 
HIV-risk behaviors 
 Research on HIV-risk behaviors has focused on two domains, sexual risk behaviors and 
overall risk behaviors. Researchers have identified several factors that contribute to sexual risk 
behaviors; including unprotected anal intercourse (UAI; Bolding et al., 2005; McFarlane et al., 
2000; Rosser, Miner et al., 2009; Rosser, Oakes et al., 2009; Wilkerson et al., 2010), number of 
sexual partners (McFarlane et al., 2000; Wilkerson et al., 2010), a previous diagnosis of an 
STD/STI (Bolding et al., 2005; McFarlane et al., 2000; Rosser, Oakes et al., 2009; Wilkerson et 
al., 2010), and type of sexual activity (CDC, 2009; McFarlane et al., 2000). While sexual risk 
behaviors have focused on specific sexual actions, other factors have been examined as overall 
risk behaviors; including substance use (Dudley, Rostosky, Korfhage, & Zimmerman, 2004; 
Herbenick et al., 2010a; Johnson, Hanson, Metzger, Brems, & Dewane, 2011; Kashubeck-West 
& Szymanski, 2008), sensation seeking (Corley & Kort, 2006; Dudley et al., 2004; Johnson et 
al., 2011), UAI and injection drugs, and alcohol and drug use during sexual encounters 
(McFarlane et al., 2000).Both sexual risk and overall risk behaviors have been leading areas of 
investigation among those who examine major contributing factors for HIV infection rates, with 
the majority of research focused on the MSM population.  
While the aforementioned domains have been major areas of investigation with HIV-risk 
behaviors, several studies have examined sociological and psychological factors that may 
increase an individual’s risk behaviors.  Researchers have examined such domains as religious 
affiliation (Barnes & Meyer, 2012; Kubicek et al., 2009), geographic region (Dodge et al., 2010; 
Herbenick et al., 2010b), stigma/distress (Basta, Shacham, & Reece, 2008; Goldberg & Smith, 
2011; Lehavot & Simoni, 2011; Lewis, Derlega, Griffin, & Krowinski, 2003; Meyer, 1995; 
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Preston, D’Augelli, Kassab, & Starks, 2007), personality/attachment type (Allen, 2008; Corley & 
Kort, 2006; Jellison & McConnel, 2008 ), relationship /marital status (Corley & Kort, 2006; 
Dodge et al., 2010; Herbenick et al., 2010a; Higgins, 2008; Reece et al., 2010a, 2010b), condom 
compliance (Fortenberry et al., 2010;  Ratti et al., 2000; Reece et al., 2010a; Sanders et al., 2010; 
Schick et al, 2010; Wade et al., 2010), sensation seeking (Corley & Kort, 2006; Dudley et al., 
2004; Johnson et al., 2011), ethnicity (Dodge et al., 2010; Herbenick et al., 2010a, 2010b; 
Paradis, 1997; Ratti et al., 2000; So, 2003; Wade et al., 2010), sexual compulsion (Dew & 
Chaney, 2005), mental health (Bradley, Remien, & Dolezal, 2008), and internalized homophobia 
(Allen & Oleson, 1999; Currie, Findlay, & Cunningham, 2005; Frost & Meyer, 2009; Gold, 
Feinsteine, Skidmore, & Marx, 2011; Herek, Cogan, Gillis, & Glunt, 1997; Huebner, Davis, 
Nemeroff, & Aiken, 2002; Kelley & Robertson, 2008; Newcomb & Mustanski, 2010, 2011; 
Nicholson & Long, 1990; Rowen & Malcolm, 2003; Williamson, 2000).  Results from research 
have been mixed, with many studies reporting significant differences between the 
aforementioned variables (Allen, 2008; Allen & Oleson, 1999; Basta et al., 2008; Bradley et al., 
2008; Corley & Kort, 2006; Currie et al., 2005; Dudley et al., 2004; Frost & Meyer, 2009; Gold 
et al., 2011; Goldberg & Smith, 2011; Herek et al., 1997; Johnson et al., 2011; Kelley & 
Robertson, 2008; Kubicek et al., 2009; Lehavot & Smith, 2011; Lewis et al., 2003; Preston et al., 
2007; Rowen & Malcom, 2003), others reporting no significance among these variables (Dodge 
et al., 2010; Fortenberry et al., 2010; Herbenick et al., 2010a, 2010b; Huebner et al., 2002; 
Kashubeck-West & Szymanski, 2008; Newcomb & Mustanski, 2010; Nicholson & Long, 1990; 
Reece et al., 2010a, 2010b; Sanders et al., 2010; Schick et al., 2010; Wade et al., 2010), and 
some reporting mixed findings (Barnes & Meyer, 2012; Dew & Chaney, 2005; Higgins, 2008; 
Jellison & McConell, 2008; Meyer, 1995; Newcomb & Mustanski, 2011).  
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 Previous research has highlighted the urgency in understand HIV-risk behaviors and push 
for the development of HIV prevention programs (Rosser, Miner et al., 2009).  Psychosocial 
behaviors, such as internalized homophobia, have been influential in gay and bisexual male 
populations (Wilkerson et al., 2010). Men who have sex with men (MSM) with high levels of 
internalized homophobia may be amongst one of the more difficult populations to reach when 
conducting research on HIV-risk behaviors (Wilkerson et al., 2010). The CDC (2009) reported 
an increase in major HIV-risk behaviors in studies of MSM. Theories on HIV-risk behaviors 
have focused on the sexual behavior, specific populations, the Internet, and internalized 
homophobia, with few studies having examined Internet sources geared at sexual activity of 
MSM or the role internalized homophobia with those who use the Internet to find sexual 
partners.  
 There are limitations in studying HIV-risk behaviors due to the plethora of factors that 
have been previously mentioned, leading to a poor construct of assessing overall HIV-risk 
behaviors. Therefore, for the purpose of this study the term HIV-risk behaviors will be used as an 
overarching construct that examines sexual behaviors with male and/or female sexual partners, 
substance use, piercing and tattoo behaviors, blood donations and other medical procedures, 
perceptions of level of risk, and testing behaviors for STDs.   
Online Behaviors 
 Researchers have focused on understanding the role of the Internet in HIV transmission 
with MSM over the past few decades, with the majority of research produced in the last decade. 
Research has shown that online sex seekers tend to be younger, less educated, live in rural areas, 
use methamphetamine, be HIV seropositive, and identify as bisexual (Rosser, Oakes et al., 
2009). The research by Rosser, Oakes and Colleagues (2009) on demographics is in contrast to 
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the HIV Surveillance Report produced by the CDC (2009) on those newly infected with HIV. 
Factors such as demographic characteristics (Liau et al., 2006; Mustanski, 2007; Taylor et al., 
2004), HIV/STD status (Garofalo, Herrick, Mustanski, & Donenberg, 2007;  Horvath, Nygaard, 
& Rosser, 2010; Jenness et al., 2010; Rosser, Miner et al., 2009; Rosser, Oakes et al., 2009), age 
(Franssens, Hospers, & Kok, 2010; Garofalo et al., 2007; Grov et al., 2008; Jenness et al., 2010; 
McFarlane et al., 2000; Mustanski, 2007; Rosser, Oakes et al., 2009; Taylor et al., 2004), 
ethnicity/race (Coleman et al., 2010; Jenness et al., 2010; Rosser, Miner et al., 2009; Rosser, 
Oakes et al., 2009; Taylor et al., 2004), sexual compulsion/sensation seeking (Coleman et al., 
2010; Grov et al., 2008), and geographic location (Kakietek, Sullivan, & Heffelfing, 2011) have 
been explored. The following sections provide a brief summation of findings from previous 
research.  
 Exploration of age variables have typically been divided into those who are adults or 
adolescents: two specific studies examined the impact of the Internet on young gay and bisexual 
males between the ages of 16 to 26. Garofalo and Colleagues (2007) examined risky sexual 
behaviors and substance use in adolescent MSM Internet users. Garofalo et al. (2007) concluded 
that the young adult male sample findings were consistent with those from adult literature on 
MSM who use the Internet to find sexual partners. Within this study, 68% of the sample age 16-
24 years had used the Internet to find romantic or sexual partners, with 70% of the subjects 
reporting having had sex with an Internet partner (Garofalo et al., 2007). White and Hispanic 
MSM were more likely to use the Internet to find sexual partners than blacks, which may be due 
to increased accessibility of computers and the Internet (Garofalo et al., 2007). Further, Garofalo 
and Colleagues (2007) reported that both online and offline users reported risk behaviors; online 
MSM partner seeking resulting in higher risk behaviors with regards to increased numbers of 
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sexual partners, less consistent condom usage during anal intercourse, a history of commercial 
sexual activity, and greater use of substances known to increase sexual enhancement (i.e., Viagra 
and methamphetamine). In contrast, Franssens, Hospers, and Kok (2010) examined a sample of 
young gay and bisexual men (YGBM) who were in the midst of their coming out process, 
regarding where they met their first same-sex partner, and whether condoms were used during 
the first episode of anal sex. Franssens and Colleagues (2010) concluded that YGBM are active 
users of the Internet and that many, but not all, met their first sexual partner online, with almost 
half the subjects reporting UAI during their first episode of anal intercourse. Franssens and 
Colleagues (2010) concluded that a steady partner is considered to be an important risk factor for 
HIV infection (Davidovich, de Wit & Stroebe, 2000). There was no association between stability 
of a partner and UAI during an episode of first anal intercourse; however, UAI was likely to 
increase with the progress of relationship duration (Franssen et al., 2010). There was no 
significant difference between online and offline users in sexual risk behaviors with first sex 
partners (Franssen et al., 2010). While individuals under the age of 18 are not included in the 
present study, it is important to note that younger adults show similar patterns of sexual risk 
behaviors as other research on MSM adult populations. As noted by Franssens and Colleagues 
(2010) younger MSM may have a higher propensity to use the Internet to find sexual partners.  
 In a meta-analysis by Liau and Colleagues (2006), it was noted that approximately 40% 
of MSM have sought sexual partners through the Internet, with approximately 30% of 
participants having actively had sex with someone met online. In contrast, Rosser, Miner et al. 
(2009) found that nearly all subjects (99%) reported seeking sexual partners on the Internet, with 
14% reporting exclusively meeting male sexual partners online. Further, Liau and Colleagues 
(2006) reported that UAI was more prevalent among MSM who used the Internet to look for 
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sexual partners than MSM who did not. The Internet has been shown to have a clear role in 
solicitation of risky sexual partners (McFarlane et al., 2000). Jenness and Colleagues (2010) 
found that sexual risk behaviors and STDs were higher among both online and offline users, 
which may be confounded by the effects of multiple partners.  Similar to Jenness et al. (2010), 
Rosser, Oakes and Colleagues (2009) reported most of their sample as not having UAI, with 
nearly one-third reporting UAI, and less than 5% of the sample reporting UAI with between 50-
180 male partners within the past 90 days. In other research, approximately two-thirds of 
participants reported UAI with at least one partner met online within the past 12 months (Rosser, 
Miner et al. 2009). Men who have sex with men reported nearly twice the number of UAI 
partners met online then offline (Rosser, Oakes et al., 2009). Further Rosser, Oakes et al., (2009) 
indicated that several demographic factors were identified by MSM that may contribute to 
greater risk behaviors, including: HIV status, having children, African Americans, MSM in other 
regions of the United States other than the Northeast, men in their 30s, and lower income.  
Contributing further to risk behaviors, Taylor et al. (2004) showed an 8% increase in Internet use 
among MSM who were diagnosed with early syphilis infections in Los Angeles. This trend 
shows that MSM are consistently growing in their Internet use over the years, which may 
increase sexual risk taking as the number of potential sexual partners increases.  
 There is growing of evidence that suggests that Internet sex-seekers report higher rates of 
HIV-risk behaviors with the link between HIV/STD infection being less clear (Mustanski, 2007). 
In their research on recently HIV-infected MSM, Smith and Colleagues (2006) examined 
characteristics and sexual behavior practices of MSM with Internet partners compared to other 
partner types. Results indicated that 70% of the sample reported using the Internet to find sexual 
partners over a 12 month period, with those who used the Internet over the past 3 months to find 
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sexual partners being white, more educated, reported more male sex partners, had no main 
partner in the same period, and had sex with their last 3 partners after their HIV diagnosis (Smith 
et al., 2006). In contrast to those who looked for sexual partners on the Internet, the partners 
found online tended to be younger, more likely to become partners after HIV diagnosis, and 
more likely to be considered HIV-negative (Smith et al., 2006). Smith and Colleagues (2006) 
suggest that after an HIV diagnosis, individuals who are younger and more educated may be 
more likely to use the Internet to find sexual partners. Further, Smith and Colleagues (2006) 
reported no difference in UAI levels with Internet partners and partners found in other venues, 
regardless of the sex seekers HIV status.  Mustanski (2007) examined risk behaviors through a 
retrospective and daily diary study, with results from retrospective reports revealing a positive 
link between Internet sex-seeking and HIV-risk behaviors that were consistent with previous 
studies (Benotsch, Kalichman, & Cage, 2002; Bolding et al., 2005; Elford, Bolding, Davis, & 
Sherr, 2001; Garofalo et al., 2007; Hospers, Harterink, Van Den Hoek, & Veenstra, 2002; Kim, 
Kent, McFarland, & Klausner, 2001; Lau, Kim, Lau, & Tsui, 2003). In contrast, data from daily 
diaries showed that safer behaviors were more likely with partners met through the Internet than 
other venues (Mustanski, 2007). Mustanski (2007) believed the discrepancy between 
retrospective and daily diary reports may be due to a third variable such as a disinhibited 
personality rather than the Internet itself. Further, Mustanski (2007) suggests that individuals 
who are prone to sexual risk taking use the Internet as a tool for meeting sexual partners, rather 
than the Internet playing a causal role. The reasons MSM use the Internet to find sexual partners 
is a complex issues with multiple variables; which has produced conflicting results and 
disagreement amongst researchers.  
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 While it has been shown that MSM have increased sexual risk behaviors from the 
research already presented, Kakietek and Colleagues (2011) examined individuals living in rural 
areas with regards to risk behaviors and the Internet. It was suggested that men living in rural 
areas who used the Internet to find sexual partners engaged in more UAI; more specifically 
insertive UAI at their last sexual encounter than men who met sexual partners in other venues 
(Kakietek et al., 2011). Those in urban areas reported no difference in UAI at last sexual 
encounter regardless of Internet use to find sexual partners (Kakietek et al., 2011). Consistent 
with finding already reported in this research, Kakietek and Colleagues (2011) reported the odds 
of reporting UAI were highest amongst white, older men, less educated, and men who reported 
last sex with a main partner. Living in a rural area and having a main partner may increase an 
individual’s HIV-risk behaviors due to limited access to traditional venues forcing the Internet as 
a primary source to find sexual partners. Having a main partner may increase the likelihood an 
individual engages in UAI (Franssen et al., 2010). 
 Two studies examined the role compulsive behaviors have in HIV-risk behaviors and the 
Internet, with the Internet established as a vital sexual resource within marginalized groups and 
cultures such as the gay, bisexual, and MSM communities (Grov et al., 2008). Coleman and 
Colleagues (2010) examined compulsive behaviors with online and offline samples of MSM, 
reporting higher compulsive sexual behavior inventory scores having been associated with 
higher UAI, regardless of the venue a sexual partner was met. They assert that compulsive 
behaviors were consistent across racial and ethnic groups and should be considered as an HIV-
risk factor (Coleman et al., 2010). Grov and Colleagues (2008) reported that men surveyed 
reported the Internet increased the ease of finding sexual partners, dialogue/exchange of 
information, and provided a means to avoid environments they found socially or physically 
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undesirable; while other men reported the anonymity of the Internet increased the possibility of 
partners to misrepresent themselves. The examination of compulsive behaviors is beyond the 
scope of this present research, it is important to note that this may be a contributing factor to 
increase HIV-risk behaviors.  
 Finally, one article examined the strategies MSM Internet users used to determine the 
HIV status of a potential sexual partner (Horvath et al., 2010): the most common strategies 
being: 85% checked online profiles, 82% talked before sex, 42% talked after sex, and 29% 
guessed. Of those respondents in the Horvath et al. (2010) study, 91% reported at least one UAI 
partner in the past 3 months, 43% were found to have a serodiscordant UAI partner, and 86% of 
men who were categorized as having serodiscordant UAI partnerships had at least one partner 
whose HIV status was unknown. This research lead to conflicting information about an 
individual’s perceived knowledge of a sexual partner’s HIV status. There are conflicting reports 
between perceptions of what is known and HIV-risk behaviors by the Internet using MSM 
population.   
Men who have sex with men who use the Internet to find sexual partners may have 
several factors that contribute to seeking sexual partners online versus in person. Being married, 
having family, religious views, high levels of internalized homophobia, having a stable main 
partner, and occupation may contribute to Internet use to find sexual partners. Little research has 
examined the demographics of online sex seekers and the psychosocial factors that may 
contribute to HIV-risk behaviors.  
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Minority Stress Model 
 As defined by Meyer (1995), minority stress “can be described as being related to the 
juxtaposition of minority and dominate values and resultant conflicts with the social environment 
experienced by minority group members” (p. 39). The minority stress model can be applied to 
any out-group; this research focused solely on the stressors experienced by sexual minorities 
(i.e., the LGBT community, gay men, and MSM). Sexual minorities experience significantly 
poorer mental health in comparison to heterosexual populations (King et al., 2008) with a 
significant relationship of chronic stress resulting from sexual stigma (Logie, Newman, 
Chakrapani, & Shunmugam, 2012). As cited by Logie and Colleagues (2012), sexual stigma 
refers to the “devaluing of sexual minorities, negative attitudes, and lower levels of status 
afforded to non-heterosexual sexual behaviors, identities, relationships, and communities” 
(Herek, 2007, p. 1261). 
As members of a sexual minority group, gay men and MSM confront stress at both an 
interpersonal and intrapersonal level (Kamen, Burns, & Beach, 2011; Meyer, 2003). At a 
interpersonal level, minority stress may impact MSM through experienced discrimination 
resulting in chronic stress from views and feelings towards stigmatized groups and oneself, felt 
or perceived normative stigma, awareness of negative societal attitudes, fear and expectations of 
rejection, and enacted stigma (Kamen et al., 2011; Logie et al., 2012). This interpersonal 
stigma/discrimination has been associated with higher rates of depression (Hatzenbuehler, 
Nolen-Hoeksema, & Erickson, 2008; Lewis et al., 2003; Logie et al., 2012), psychological 
distress (Bontempo & D’Augelli, 2002; Diaz, Ayala, Bein, Henne, & Marin, 2001), and 
substance use (Logie et al., 2012; McCabe, Bostwick, Huges, West, & Boyd, 2010). Men who 
have sex with men who experience intrapersonal distress may experience internalized stigma 
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accepting societal views of negative beliefs, values, and feelings towards the MSM community 
(Logie et al., 2012). This internalizing of stigma may increase an individual’s level of 
internalized homophobia.  
Internalized Homophobia 
  
Internalized homophobia is a complex construct that has been loosely defined as negative 
views or beliefs a homosexual has about their sexual orientation in a variety of domains. The 
construct of internalized homophobia has been measured in several ways, examining public 
perceptions, social interactions, sexual activity, attitudes towards one’s sexual orientation, 
attitudes towards homosexuality in general, and comfort with disclosure of one’s sexual 
orientation (Currie et al., 2004; Mayfield, 2001). Several factors may contribute to an 
individual’s level of internalized homophobia. Further, it has been proposed that minority stress 
may be a contributing factor that increases an individual’s level of internalized homophobia 
(Newcomb & Mustanski, 2011).  
Constructs of Internalized Homophobia/Homonegativity. Internalized homophobia 
(IH) is a complex and difficult concept to fully describe. For years, researchers have examined 
the relationship between IH and the affects it has in the daily lives of the gay/lesbian population. 
Leading theorists have looked at the key components that make up IH.  Shidlo (1994) has 
defined internalized homophobia 
as a set of negative attitudes and affects towards homosexuality in other persons and 
towards homosexual features in oneself. These features include: same-gender sexual and 
affectional feelings; same-gender sexual behavior; same-gender intimate relationships; 
and self-labeling as lesbian, gay or homosexual. (p. 178) 
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For the purpose of this research bisexual men and MSM have been added into this construct due 
to the increased possibility of negative affective attitudes in the aforementioned domains of 
internalized homophobia.  
Contemporary models of gay and lesbian identity development frequently confounded 
two distinct theoretical aspects of gay/lesbian identity formation; namely, acceptance of same-
sex erotic desire and group identification/membership (Currie et al., 2004; Fassinger & Miller, 
1996). These theoretical aspects of identity formation may interact at a conscious or unconscious 
level; resulting in variations in symptomology of internalized homophobia (Currie et al., 
2004).Internalized homophobia remains unconscious when operating in a covert or intrapsychic 
level (Currie et al., 2004). Individuals with high levels of unconscious IH may appear accepting 
of their sexual orientation, but harbor a range of subtle self-derogating or self-sabotaging 
symptoms (Currie et al., 2004). These unconscious negative feelings regarding one’s sexual 
orientation may become global generalizations encompassing the whole self (Currie et al., 2004; 
Gonsiorek, 1995). Thus, models of identity formation for gay and lesbian individuals is 
dependent on identification with a group, same-sex eroticism, and the manifestation of 
unconscious IH that can lead to negative consequences for the individual.  
 Other studies have pointed to the negative interpersonal outcomes and life situations that 
IH may bring, including distrust and loneliness (Currie et al., 2004; Finnegan & Cook, 1984; 
Shidlo, 1994), HIV-risk behaviors (Nicholson & Long, 1990; Ratti et al., 2000; Shidlo, 1994), 
and depression (Bradley et al., 2008; Otis & Skinner, 1996).  These intrapersonal negative 
impressions may lead to lower self-esteem and greater psychological distress (Herek et al., 
1997).  
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 A continuing challenge for researchers is how to operationalize the IH construct (Herek 
et al., 1997). Although the overall concept of IH has been widely accepted and a general 
definition settled on, negative feelings about one’s own homosexuality, the specific constructs 
underlying IH vary (Herek et al., 1997). The definition offered by Herek and Colleagues (1997) 
provides an encompassing explanation of internalized homophobia. 
Not only a dislike of one’s own homosexual feelings and behaviors, but also as hostile 
and rejecting attitudes towards other gay people, denigration of homosexuality as an 
acceptable lifestyle, unwillingness to disclose one’s homosexuality to others, perceptions 
of stigma associated with being homosexual, and acceptance of societal stereotypes about 
homosexuality (p. 18). 
IH and HIV Risk Behavior  
The CDC (2009) reported that MSM are the only group that is consistently increasing 
HIV infection rates. Previous research has examined factors that contribute to increased HIV-risk 
behaviors, such as Internet use, substance use, demographic differences, education, and venue 
for seeking sexual partners. While other areas of research have focused on the negative affects 
internalized homophobia has on the LGB population, such as stigma (Preston et al., 2007).  
Just World Belief 
The just world belief (JWB) has been an area of investigation in HIV/AIDS research. The 
JWB is an internal belief system held by individuals stating that individuals have a need to live 
in what seems to be a just world (Hergovich, Ratky, & Stollreiter, 2003). Lucus, Alexander, & 
Firestone (2009) expand on this concept by stating “individuals need to perceive the world as 
predictable and controllable” (Lerner, 1980, p. 260). The JWB enables individuals to believe 
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‘people get what they deserve’ and/or ‘deserve what they get’ (Dalbert, 1996; Hergovich et al., 
2003; Lucus et al., 2009). Further, humans have a need to have the illusion of a well ordered and 
secure environment (Hergovich et al., 2003; Lipkus, Dalbert, & Siegler, 1996). With regards to 
HIV/AIDS research, the JWB enables individuals to devalue those who are perceived as partially 
responsible for their illness (Hergovich et al., 2003); in essence, committing the fundamental 
attribution error.  Individuals, particularly homosexuals, are perceived as responsible or guilty 
for their illness and consequently social interactions avoided (Crawford, 1996; Hergovich et al., 
2003). Underlying negative attitudes towards HIV positive individuals is fueled by attributions 
of promiscuity (McCann, 1999), drugs, homosexuality, and death (Hergovich et al., 2003; Pryor, 
Reeder, & Landau, 1999). Two studies specifically examined the effects of the JWB towards 
illness (Lucus et al., 2009) and attitudes towards HIV positive individuals (Hergovich et al., 
2003).  
Behavioral choices are important predictors of health and illness (Lucus et al., 2009; 
Mokdad, Marks, Stroup, & Gerberding, 2004, 2005); with education programs and media 
campaigns often attaining modest success in altering individual health behaviors (Lucus et al., 
2009; Ringold, 2002; Salovey & Rothman, 2003). Lucus and Colleagues (2009) suggest there 
may be a paradoxical effect on preventative health behaviors, where intended education 
programs and/or media campaigns may decrease preventative health behaviors (Dillard & Shen, 
2005; Hovland, Janis, & Kelly, 1953; Ringold, 2002). Further, Lucus et al. (2009) examined the 
effects of individuals rejection of “health messages in an attempt to protect their belief in a fair 
(or unfair) world” (p. 259); hypothesizing this rejection depends on whether the individual’s 
justice beliefs agree with both the “health message content” and “preventability attributions that 
are readily associated with particular illnesses” (p. 259).  
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Public health officials have attempted to determine whether health messages increase or 
decrease an individual’s perceived preventability of illness; with one strategy aimed at 
determining if the perceived message agrees with an individual’s preexisting beliefs about illness 
(Lucus et al., 2009). Lucus and colleagues (2009) proposed that health messages can interact 
with two important sources of illness beliefs; a) the characteristics of illness itself and personal 
control over the illness, and b) the dispositional characteristics of individuals. The former is a 
personal belief in controlling factors, such as not smoking to reduce the risk of lung cancer, 
while the latter holds beliefs that ‘illness in general’ is more preventable (Lucus et al., 2009). 
Further, Lucus et al. (2009) suggested that beliefs in a just world is an important psychological 
variable with the capacity to interact with both message content and beliefs about specific 
illnesses.  
Dispositional justice belief has been strongly linked to research on health and illness 
attitudes (Connors & Heaven, 1990; DePalma, Madey, Tillman, & Wheeler, 1999; Lambert, 
Burroughts, & Nguyen, 1999; Lucus et al., 2009). Lucus and colleagues (2009) suggest that 
individuals with strong JWB may react defensively to unpreventable health messages by 
subsequently rejecting attempts to undermine individual responsibility for the illness; while those 
with less robust JWB could view “preventable” health messages unfavorably and thus reject 
attempts of messages to point illnesses as controllable. There were no main effects reported by 
Lucus and Colleagues (2009) for procedural JWB or distributive JWB for any illness 
(unpreventable, moderate, and preventable); with a secondary effect on procedural JWB 
moderating the impact of external messages. General findings by Lucus et al. (2009) concluded 
that “individuals with strong JWB reported greater preventability for less preventable illnesses 
when exposed to an unpreventable health message;” with “individuals with low JWB reporting 
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less preventability for preventable illnesses when exposed to preventable messages” (p. 263). 
This research provides a new link in research; “linking effective health communication to social 
influence process” (Lucus et al., 2009, p. 263). The JWB may be linked to both compliant and 
noncompliant social response to health communication by allowing individuals to accept 
convergent health communication, while rejecting communications that threaten justice beliefs 
(Lucus et al., 2009). 
In a study by Hergovich and Colleagues (2003), attitudes towards “HIV positives” and 
their sexual orientation were examined.  It was hypothesized, based on JWB, that subjects would 
devalue a homosexual who was HIV positive more than a heterosexual HIV positive individual. 
Hergovich, and Colleagues (2003) found a definitive influence of sexual orientation on the 
devaluing of HIV positive individuals; with homosexual HIV positive individuals being 
devalued more than their counterparts. This devaluing may be due to homosexuals overall 
negative evaluation by others (Hergovich et al., 2003; McDevitt, Sheehan, Lennon, & Ambrosia, 
1989) or due to the higher risk of HIV infection for homosexual (Hergovich et al., 2003; U.S. 
Department of Health and Human Services, 2001). This increased stigma towards HIV positive 
homosexuals may result in increased internalized homophobia; thus subsequently resulting in 
unconscious fatalistic views towards HIV infection. Men who have sex with men with higher 
levels of internalized homophobia may hold a negative JWB about their sexual behaviors based 
on societal attitudes and stigma resulting in beliefs based on the dominate culture’s values that 
homosexual sexual behaviors are immoral: resulting in the JWB ‘if society believes 
homosexuality is immoral and I engage in same-sex sexual behaviors, I must be a bad person.’ 
Just world beliefs and attribution theory may increase the stigmatization of MSM sexual 
behaviors resulting, based on the aforementioned beliefs, in the development of a fatalistic or as 
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Lucus et al. (2009) suggests, a paradoxical effect towards health communications as a need to 
uphold personal JWB to reduce cognitive dissonance between their behaviors and health 
communications. In essence, MSM may dismiss health information by viewing themselves as a 
‘good’ person and therefore believe only positive things will happen to them and negate their 
perception of risk of infection from HIV.  
Meta-Analysis on Internalized Homophobia.  
A meta-analysis by Newcomb and Mustanski (2011) examined the relationship between 
risky sexual behaviors and internalized homophobia with MSM from 16 studies published 
between 1988 and 2008. Newcomb and Mustanski (2011) identified several key variables they 
believed were moderators of risk behaviors, including age, publications year, and type of 
publication. There was a significant moderator effect for year of publication, with Newcomb and 
Mustanski (2011) suggesting that based on changes in the concept of internalized homophobia 
the construct of internalized homophobia has changed with gay and bisexual men due to positive 
societal attitude changes towards LGB individuals. These results further suggest that because 
individuals ‘come out’ at various stages in their life, the age of an individual may not be a 
contributing factor to internalized homophobia and risky sexual behaviors. A more important 
variable may however be the amount of time someone has been out of the closet. Newcomb and 
Mustanski (2011) believed that publications released during the 1980s and early 1990s, during 
the height of the AIDS crisis, would have higher rates of internalized homophobia and have a 
significant moderator effect as a variable. These results were not supported. Newcomb and 
Mustanski (2011) make strong recommendations that internalized homophobia has been shown 
through the research as not having a significant effect on risky sexual behaviors and that 
researchers should focus on other domains that may be significant contributors to risky sexual 
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behaviors, such as substance use and other predictors. Finally, Newcomb and Mustanski (2011) 
point out the inconsistency of instruments to measures internalized homophobia as measuring the 
same construct. They suggest that previous research has been weighted towards use of the 
Nungesser Homosexual Attitudes Instrument (NHAI) as the leading measure, neglecting more 
modern instruments such as the Short Internalized Homonegativity Scale (SIHS; Currie et al., 
2004) and the Internalized Homonegativity Inventory (IHNI; Mayfield, 2001; Newcomb & 
Mustanski, 2011).  In their opinion, the SIHS and IHNI may better address current attitudes of 
internalized homophobia in gay and bisexual men. The results presented by Newcomb and 
Mustanski (2011) provide insight into the changing constructs of internalized 
homophobia/Homonegativity.  
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The Present Study 
 
 The purpose of the present study was to examine HIV-risk behaviors, rates of Internet 
usage, and internalized homophobia in a sample of meal Internet users who seek male sexual 
partners online. The goal of this research was to identify risk-factors, and provide further 
information to public health officials to aid in the development of HIV prevention techniques 
that target MSM Internet users to reduce HIV transmission.   
 There were three hypotheses examined in this study. First, the difference between 
Internet use and levels of internalized homophobia among MSM who seek sexual partners online 
was examined. It was hypothesized that MSM who use the Internet to find sexual partners with 
higher levels of internalized homophobia will have higher average Internet use behaviors than 
those with lower levels of internalized homophobia.  
 Substance use has previously been shown to be a contributing factor in HIV transmission. 
Based on prior research, the second hypothesis under investigation was: MSM with higher levels 
of internalized homophobia would report higher averages substance use behaviors than those 
with lower levels of internalized homophobia. It was theorized that internalized homophobia 
would be a mediating variable accounting for increased high-risk behaviors amongst MSM 
regardless of where sexual partners are sought out. It was hypothesized that internalized 
homophobia would be a moderating variable that would increase the prediction in rates of high-
risk behaviors. Finally, it was hypothesized that MSM with higher ratings of internalized 
homophobia would report higher HIV-risk behaviors than those with lower ratings of 
internalized homophobia.  
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Methods 
 
Participants and Setting 
 This research focused specifically on men who have sex with men, which is a broadly 
defined group that encompasses individuals from all different age and ethnic groups. Participants 
were recruited from online websites, including craigslist.com, and adam4adam.com. Previous 
research has focused on gay.com without consideration of other frequently visited social media 
sites (Elford, Bolding, Davis, Sheer, & Hart, 2004a, 2004b; Pequegnat et al., 2007; Rosser, 
Miner et al., 2009; Rosser, Oakes et al., 2009; Wilkerson et al., 2010). The aforementioned 
websites cater to a predominately gay male population, but allow other men who seek sex on the 
Internet with men to gain access to the survey. Due to the specificity of the locations for 
recruitment, random sampling could not be performed and therefore a convenience sample is the 
most appropriate sampling method to use (Bolding et al., 2005; Pequegnat et al., 2007; Schroder, 
Carey, & Vanable, 2003). 
Research Design and Procedures 
 This was a case-control design examining individuals from an online sample who opt to 
participate in the survey. Case-control design research examines preexisting factors of the 
sample that cannot be manipulated or assigned (Kazdin, 2003).  Internet-based research cannot 
be randomized, and may be limited in who opts to participate, further limiting the 
generalizability of the finding. Individuals were sampled from the population of online venues 
that cater to a gay male population.  Due to limitations in funding and the administrator rules of 
the websites utilized in this research, advertisements were placed on craigslist.com (personals, 
men seeking men section) and adam4adam.com explaining the nature of the research and 
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prompting individuals who are interested to contact the researcher via email for the hyperlink to 
the survey, since this link was not allowed to be placed directly in the advertisement.  
   Participants who chose to participate in the online survey were taken via hyperlink to 
the survey website, where they were provided with information about the research and any 
possible risks. Participants were given the opportunity to opt out of participation at any time. No 
deception was used in this experiment. Participants were prompted to answer a series of 
questions aimed at assessing HIV-risk behaviors, internalized homophobia, Internet use 
behaviors, and other demographic information.  
A survey was developed and made accessible through Survey Monkey, an Internet based 
survey system often used in online research.  No identifying information (i.e., name, email or IP 
address) was tracked for the participants. The following measures were utilized in the present 
study.  
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Measures 
 
Short Internalized Homonegativity Scale (SIHS) 
 The short internalized homonegativity scale (SIHS) is a 12-item self-report measure 
using a Likert-type scale that examines overall internalized homophobia, as well as three aspects 
of internalized homophobia (Appendix A) . The SIHS was derived from the Reactions to 
Homosexuality Scale (RHS) developed by Ross and Rosser (1996). The RHS is a 26-item self-
report measure falling into one of four dimensions: a) Public Identification as Gay, b) Perception 
of Stigma Associated With Being Gay, c) Social Comfort With Gay Men, and d) Moral and 
Religious Acceptability With Being Gay (Currie et al., 2004). The internal consistency 
reliabilities (Chronbach’s alpha) for each of the subscales were .85, .69, .64, and .62 respectively 
(Currie et al., 2004). Based on the RHS, Currie and Colleagues (2004) preformed a factor 
analysis and shortened the RHS from 26 items and four domains, to an effective 12 items and 
three domains allowing for a shorter scale that measures three of the previous domains on the 
RHS. The internal consistency reliabilities for each subscale of the SIHS were .73 for public 
identification as gay, .71 for sexual comfort with gay men, and .68 for social comfort with gay 
men. These results have high internal consistency, and provide support for the SIHS as a 
consistent and reliable measure of internalized homophobia.  
HIV-Risk Behavior Survey 
 There are several measure that examine HIV-risk behaviors; with the majority of these 
measures examining both males and females (CDC, 2009; Catania, Gibson, Chitwood, & Coates, 
1990; Charanda, Mosher, Copen, & Sionean, 2011; Marks, Crepaz, Senterfitt, & Janssen, 2005; 
Sanchez et al., 2006). Measurements aimed at examining HIV-risk behaviors look at various 
factors including: HIV infection status, UAI, injection drug use, alcohol and drug use during 
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sexual activity, sexual partner preference, sexual partner HIV status, and sexual activity engaged 
in (Bolding et al., 2005; Catania et al., 1990 ; CDC, 2009; Catania et al., 1990 Charandra et al., 
2011; Liau et al., 2006; Marks et al., 2005; McFarlane et al., 2000; Rosser, Miner et al., 2009; 
Rosser, Oakes et al., 2009; Sanchez et al., 2006; Wilkerson et al., 2010). The HIV-risk behavior 
measures can be found in Appendix B. This measure was developed based on the 
aforementioned research.  
Demographics 
Men who have sex with men comprise a diverse population pulling from all domains of 
life. Previous research has investigated specific groups such as African American and Latino 
men to examine specific risk factors for each group (CDC, 2009; Charandra et al., 2011; Elford 
et al., 2004; Rosser, Miner et al., 2009; Rosser, Oakes et al., 2009; See Appendix C). It is not the 
intent of this research to examine specific group(s) differences, however demographic 
information is important to help identify any groups that may participate in HIV-risk behaviors 
over other, or any group(s) that may be heavier Internet users over others.  
Internet Use Survey 
 Previous research has focused on individuals who have sought sexual partners online, 
while neglecting specific aspects of Internet use; such as number of hours spent online for work 
and/or personal time, types of websites visited, and regular access to the Internet No research 
was located that specifically addressed Internet use behaviors, and thus a new measure to 
examine specific behaviors utilized while online was developed for this survey (see Appendix D 
for details). The Internet Use survey examines variables mentioned above, as well as profiles, 
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behaviors such as misrepresenting the self, and using the Internet to find sexual partners. Since 
this is a newly developed measure no consistency or reliability statistics are available.   
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Statistical Considerations 
 
Outliers 
  There are three primary reasons for outliers in data: a) data entry errors made by the 
researcher, b) the subject is not a member of the intended population, and c) the subject is simply 
different from the remainder of the sample (Mertler & Vannatta, 2005). Outliers may distort the 
results of a statistical test, and need to be accounted for. Outliers can be detected through 
statistical methods by standardizing all raw scores, such as transforming in z-score or examining 
graphical representations such as box plots (Merler & Vannatta, 2005). Statistical techniques 
such as Mahalanobis distance allow for the examination of outliers of any type in a variety of 
statistical techniques (Merler & Vannatta, 2005). According to Mertler and Vannatta (2005) the 
“Mahalanobis distance is evaluated as a chi-square (χ2) statistic with degrees of freedom equal to 
the number of variables in the analysis.”  The acceptable criteria for outlier values for 
Mahalanobis distance is p < .001 (Mertler & Vannatta, 2005). For this study, there were no 
significant outliers. The total sample size was 90 subjects, with seven of these subjects excluded 
for incomplete data. 
Power Analysis 
 
 According to Faul, Erdfelder, Lang, and Buchner (2007) “the power of a statistical test is 
the probability that the null hypothesis (Ho) will be rejected given that it is in fact false” (p. 175). 
The APA publication manual (2001) encourages researchers to provide evidence that the 
statistical power of hypothesis tests is adequate (Algina & Olejnik, 2003). Tests that lack 
significant power cannot discriminate between the null hypothesis and the hypothesis being 
tested (Faul et al., 2007). Once, power tables and charts were used, but later were replaced by 
 GROUP DIFFERENCES OF INTERNALIZED HOMOPHOBIA 
29 
 
easy-to-use power analysis programs for personal computers in the late 1980s (Faul et al., 2007). 
Concerns over statistical power has led to the development of methods for conducting a priori 
power analysis (Cohen, 1998) that are now commonly used in research (Cafri, Kromrey, & 
Brannick, 2010). Algina and Olejnik (2003) suggest that sample size selection to achieve a target 
power is a three step process: a) the researcher selects the Type I error rate that will be tolerated 
and the minimal power that will be used for various analysis to be conducted, b) the researcher 
either specifies how small the effect can be and still be of substantive interest or the expected 
size of the effect for the study, and c) based  on the specifications of the first two steps, the 
researcher determines the sample size required to meet these stated conditions.  Power analysis 
done a priori has two benefits: a) sample-size selection is made on a rational basis, and b) the 
researcher specifies either the size of the effect that is substantively interesting or is expected 
(Algina & Olejnik, 2003). 
 For this study, power analysis was conducted using G*Power 3.1.2, which has significant 
advantages over the G*Power 2 software. These advantages include: a) widely used platforms 
across multiple systems (e.g., Windows and Mac), b) supports five different ways to assess 
statistical power, c) provides dedicated power analysis options for a variety of frequently used t, 
F, z, χ2, and exact tests in addition to the standard tests covered by G*Power 2, d) statistical tests 
can be specified using two different approaches (distribution-based and design-based), and e) 
enhanced graphic features (Faul et al., 2007).    
 The hypotheses in this research used either an independent t-test or an ANOVA. The 
following information provides details on the power analysis for each of these statistics based on 
the aforementioned criteria. For independent sample t-tests (means: difference between two 
independent means) the alpha level was set a priori at .05, with the power set at .95. Expected 
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total sample size was 176, with each group consisting of 88 subjects.  The second type of 
analysis used in this research is a One-Way Analysis of Variance (ANOVA), with an alpha level 
set a priori at .05, and a moderate effect size (.25). Effect size is used to help determine the 
significance of a statistic by reducing the impact of the sample size (Urdan, 2005). Conventional 
correlation coefficients of .10, .30, and .50, representing small, medium, and large effect size 
(Green & Salkind, 2007). Based on these criteria, the recommended total sample size was 305 
subjects.  
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Results
 
Demographics 
The sample (n= 90) consisted of men who have sex with men pulled from online samples 
recruited from popular online venues (craigslist.com (n=74)), adam4adam.com (n= 6), 
manhunt.com (n=0)), with eight subjects being recruited from facebook.com, which was not 
utilized for this research. The mean age of subjects was 43.08 (SD= 12.77) years, with a range of 
18-81. The average income was $59,227 (SD= $42,670; range: $0 to $234,000). The sample 
consisted of 81% White, 2% Black, 8% Hispanic, 2% Native American, 5% Asian, and 2% 
identified as other (See table 1.1 for demographic data).  
 The majority of the sample (64%) identified as gay/homosexual, 29% as bisexual, 4% as 
straight/heterosexual, 2% as other, and 1% would rather not answer. The sample consisted of the 
following education levels; 26% with a 4-year degree, 22% with a 2-year degree, 21% with a 
high school/GED, 19% with a Master degree, 11% with a doctorate degree, and 1%  not 
completing high school.  
 Subjects were recruited from across the United States, with one respondent from outside 
the United States. The top five reporting states, respectively, were Oregon (47%), California 
(12%), New York (8%), Washington (7%), and Texas (6%). The majority of the sample reported 
living in urban areas (88%), with 12% living in rural areas (see Table 1.2).  
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Table 1.1 Sample demographics 
N=90 n Mean 
(SD) 
% 
Age 
  
 18-24 
  25-34 
  35-44 
  45-54 
  55-64 
  >65 
84 
 
8 
11 
26 
23 
11 
5 
43.08 
(12.78) 
 
 
9.5 
13.1 
31.0 
27.4 
13.1 
6.0 
 
Race 
  White 
  Black 
  Hispanic 
  Native American 
  Asian 
  Other 
 
89 
72 
2 
7 
2 
4 
2 
  
 
80.9 
2.2 
7.9 
2.2 
4.5 
2.2 
 
Sexual Orientation 
  Gay/Homosexual 
  Bisexual 
  Straight/Heterosexual 
  Would not answer 
  Other 
 
90 
58 
26 
3 
1 
2 
  
 
64.4 
28.9 
3.3 
1.1 
2.2 
 
Education 
  < 12 years 
  High school/GED 
  2 year degree 
  4 year degree 
  Master degree 
  Doctoral degree 
 
90 
1 
19 
20 
23 
17 
10 
  
 
1.1 
21.1 
22.2 
25.6 
18.9 
11.1 
 
Socioeconomic Status 
   
<$9999 
  $10,000 – 19,999 
  $20,000 – 29,999 
  $ 30, 000 – 39,999 
  $40,000 – 49,999 
  $50, 000 – 59,999 
  $60,000 – 79,999 
  $80,000 – 99,999 
  $100,000 – 199,999 
>$200,000 
 
78 
 
2 
6 
8 
14 
10 
6 
12 
9 
9 
2 
 
$59,227 
(42,670) 
 
 
 
2.6 
7.7 
7.6 
18.0 
12.8 
7.7 
15.4 
11.5 
11.5 
2.6 
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Table 1.2: State, setting and venue demographics 
N=90 n % 
Venue  
  Craigslist 
  Adam4Adam 
  Facebook 
88 
74 
6 
8 
 
84.1 
6.8 
9.1 
Location 
  Urban 
  Rural 
90 
79 
11 
 
87.8 
12.2 
State 
  California 
  Colorado 
  Idaho 
  Indiana 
  Kentucky 
  Maryland 
  Massachusetts 
  Michigan 
  Nevada 
  New York 
  Ohio 
  Oregon 
  Pennsylvania 
  Texas 
  Virginia 
  Washington 
  Outside the  
  U.S. 
90 
11 
4 
1 
1 
1 
1 
1 
3 
2 
7 
1 
42 
2 
5 
1 
6 
1 
 
12.2 
4.4 
1.1 
1.1 
1.1 
1.1 
1.1 
3.3 
2.2 
7.8 
1.1 
46.7 
2.2 
5.6 
1.1 
6.7 
1.1 
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Measures 
Internalized Homonegativity. The short internalized homonegativity scale (SIHS) is a measure 
of overall internalized homophobia, as well as three subscales: public identification as gay, 
sexual comfort with gay men, and social comfort with gay men. Individuals rank their responses 
on a 7-point Likert scale, with one being “strongly disagree” and seven being “strongly agree,” 
with higher scores indicating higher levels of internalized homophobia (Currie et al., 2005). For 
the current study, individual were administered the SIHS as part of the overall survey. Of the 90 
subjects who started the survey, 79 successfully completed or provided enough information to 
produce a valid SIHS score. Because of missing responses 11 cases were excluded from analysis. 
The mean response for the overall score of internalized homonegativity was 3.51 (SD = 0.97), 
indicating individuals were likely to experience moderate levels of internalized homophobia. 
Currie et al. (2005) deemed those falling one standard deviation above/below the sample mean as 
those high/low in internalized homophobia, with the mean score being moderate levels of 
internalized homophobia. Fourteen percent of the sample had high levels of internalized 
homophobia, while 17% reported low levels.  
The mean score for ‘public identification as gay’ was 3.33(SD=1.52), with 18% of the 
sample falling one standard deviation above the mean and 31% falling one standard deviation 
below the mean. ‘Sexual comfort with gay men’ had a mean sore of 3.64 (SD= 1.30), with 19% 
having high internalized homophobia around sexual comfort and 16% having low internalized 
homophobia. Finally, the mean score for ‘social comfort with gay men’ was 3.69 (SD= 1.22), 
with 17% having high levels of discomfort in social settings involving gay men, and 15% having 
low levels of discomfort in social settings involving gay men (See Table 1.3 for details) 
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Table 1.3: Short Internalized homonegativity Scale: Overall score and subscales 
N = 90 n Mean (SD) ± 1SD % High IH 
(n) 
% Low IH 
(n) 
Public 
Identification 
as Gay 
83 3.33(1.53) 1.80(4.46) 20.5 (17) 13.3 (15) 
Sexual 
Comfort with 
Gay Men 
81 3.64(1.30) 2.34(4.94) 18.5(15) 16(13) 
Social 
Comfort with 
Gay Men 
81 3.65(1.24) 2.41(4.89) 16(13) 13.6(14) 
Overall 
Internalized 
Homophobia 
Score 
79 3.51(.97) 2.54(4.48) 13.9(11) 16.5(13) 
 
HIV Risk Behaviors. HIV risk behaviors and other risk behaviors are factors that increase an 
individual’s chances of contracting HIV/AIDS and spreading infections on to others. The current 
research examined both sexual behaviors and other risk behaviors that may contribute to an 
individual’s overall infection rate, as well as the subject’s belief of their risk for contracting 
HIV/AIDS (See Table 1.4 for details).  Of the 84 subjects that responded to the question “have 
you ever tested positive for HIV, or been told you have HIV or the AIDS virus?” 13% (n= 11) 
reported being HIV+ with 87% reporting not being HIV positive. Six subjects did not respond to 
this question. Further, 84 subjects responded ever having an STD/STI within the past five years, 
with 22% of the subjects reported having an STD, 75% not having an STD, and 3% unknown.  
Ninety-three percent of subjects reported they have been tested for HIV at least once in 
their life, with 6% never being tested, and 2% not knowing if they have ever been tested. Of the 
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five individuals who reported never being tested for HIV, the most common reasons were: a) not 
wanting to think about HIV or about being HIV positive, b) being afraid to find out they were 
HIV positive c) no particular reason or didn’t know why. Sixty-eight percent of the sample 
reported being tested for HIV within the last year, with 50% having been tested within the past 6 
months. Of those who had ever received an HIV test, 72% reported the most common reasons for 
being tested as: a) wanting to find out if they were infected or not, b) the possibility of being 
exposed through sex or drug use, and c) as part of a routine medical check-up or for 
hospitalization or surgical procedures. Of those who received a test that was suggested by 
someone else, 38% reported their doctor or other healthcare professional suggested the test, 18% 
from a sexual partner, 13% from the health department, 4% from a family member or friend, and 
27% from another source. Sixty-five percent of the sample reported intending to receive another 
HIV test within the next 12 months, with 25% indicating that they would not receive a test, and 
10% being uncertain.   
Nearly all subjects (93%) reported having at least one sexual encounter over the past 12 
months. Individuals were asked the number of sexual partners they had over the past 12 months 
(?̅?=14.11, SD= 23.03), 6 months (?̅?= 7.24, SD= 11.64), 1 month, (?̅?=1.86, SD= 2.34) and past 
week (?̅?=0.78, SD= 1.21; See Table 1.5). Over half (54%) of subjects reported feeling they have 
a low chance of infection, 20% reported a moderate chance, 7% reported no chance, 5% 
endorsed having a high chance, with 2% stated they did not know their chances of HIV infection, 
with 12% already being infected.  Individual were asked to rate their perception on the chance 
they may become positive with HIV. Over half the sample did not respond to common risk 
factors, but those who did respond to this question 28 reported the most common risk factor for 
the sample was being a man who has sex with other men (86%). The majority of the sample 
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(75%) reported not having an STD/STI in the past five years, while 22% reported testing positive 
for an STD/STI over the past five years.  
There have been several other factors that may contribute to HIV infection risks, with 
little research supporting the variables, such as piercings and tattoos. Of those participating in the 
study, 41% reported ever having a body piercing, while 4% endorsed having a piercing within 
the past 6 months. Fewer individuals endorsed ever getting a tattoo (37%), with less than 5% of 
the sample getting a tattoo within the past six months.  
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Table 1.4: HIV status, reasons for testing, 
and blood donation as risk factors for HIV 
infection 
N=90 %(n) 
HIV+ (n=84) 
  Yes 
  No 
 
13.1 (11) 
86.9 (73) 
STD in past 5 years (n= 
83) 
  Yes 
  No 
  Don’t Know 
 
 
21.7 (18) 
74.7 (62) 
3.6 (3) 
Ever been tested for 
HIV (n=85) 
  Yes 
  No 
  Don’t Know 
 
 
92.9 (79) 
5.9 (5) 
1.2 (1) 
Donate Blood 
 Since 1985 (n=84) 
    Yes 
    No 
    Don’t Know 
 Last 12 Months (n=84) 
    Yes 
    No 
    Don’t Know 
 
 
34.5 (29) 
63.1 (53) 
2.4 (2) 
 
11.9 (10) 
86.9 (73) 
1.2( 1) 
Reason not tested 
(n=5) 
  Afraid to find out if  
  you were HIV+ 
  Didn’t want to think 
  about HIV or being 
  HIV+ 
  No reason 
  Don’t Know 
 
 
20.0 (1) 
 
40.0 (2) 
 
 
20.0 (1) 
20.0 (1) 
Last HIV test (n=78) 
  < 6 months 
  > 6 months < 1 year 
  > 1 year < 2 years 
  > 2 years < 5 years 
  > 5 years 
 
50.0 (39) 
17.9 (14) 
11.5 (9) 
5.1 (4) 
15.4 (12) 
HIV test within next 12 
months (n=78) 
  Yes 
  No 
  Don’t Know 
 
 
65.4(51) 
24.4(19) 
10.3(8) 
Table 1.5: Other Sexual and risk behaviors 
contributing to HIV infection risk 
N = 90 Mean (SD) %(n) 
Had sex in past 
12 months (n=86) 
  Yes 
  No 
  
 
93.0 (80) 
4.7 (4) 
Number of 
Sexual Partners 
  Past 12 months 
  Past 6 months 
  Past month 
  Past week 
 
 
14.11(23.03) 
7.24(11.64) 
1.86(2.34) 
0.78(1.21) 
 
 
(72) 
(72) 
(72) 
(74) 
Body Piercing 
(n=84) 
  Ever 
    Yes 
    No 
  Last 6 months 
(n=84) 
    Yes 
    No 
 
 
 
 
 
 
 
40.5 (34) 
59.5 (50) 
 
 
3.6 (3) 
96.4 (81) 
Tattoos  
  Ever (n=83) 
    Yes 
    No 
  Last 6 months 
(n=84) 
    Yes 
    No 
  
 
37.3 (31) 
62.7 (52) 
 
 
4.8 (4) 
95.2 (80) 
Self assessment 
of risk level 
(n=84) 
  High 
  Medium 
  Low 
  None 
  HIV+ 
  Don’t Know 
  
 
 
4.8 (4) 
20.2 (17) 
53.6 (45) 
7.1 (6) 
11.9 (10) 
2.4 (2) 
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Sexual Behaviors. Individuals were asked about their sexual history with both males and 
females. The next few sections will address sexual behaviors and risk taking among MSM by 
gender of their sexual partners. Over one-third of the sample (38%) reported having vaginal sex 
in the past and 68% having sexual contact with members of the opposite sex. Contrasting, 96% 
of the subjects reported having sexual contact with members of the same sex. The mean age for 
first vaginal intercourse was 18.15 (SD=3.62) and 22.43 (SD=9.77) for first anal intercourse. 
Twenty-three individuals reported having sexual contact with members of the opposite sex over 
the past year, with 26% having had sexual contact with a member of the opposite sex in the past 
week, 22% within the last month, 13% within the last 3 months, 4% within the last 6 months, and 
35% within the last year.  Compared to those who endorsed having sexual contact with members 
of the opposite sex, those who reported having sexual contact with members of the same sex 
over 96% (n= 79) reported having sexual contact over the past year, and 4% within the past 6 
months (See Table 1.6 and 1.7).  
 Individuals were asked about their frequency of vaginal intercourse: 22% reported 
frequent contact, 14% moderate contact, and 65% reported rare contact. During vaginal 
intercourse 66% of respondents reported always using condoms, compared to 14% who reported 
never using condoms. Twelve percent of the subjects reported having vaginal intercourse with a 
prostitute, and 6% reported having vaginal intercourse with someone who was an IV drug user.  
Nearly half the subjects (45%) reported not knowing the sexual history of their opposite sex 
partner before sexual intercourse.  
 The subjects were asked about their frequency of anal intercourse with members of the 
same sex: 25% reported frequent contact, 41% reported moderate sexual contact, and 34% 
reported rarely having sexual contact. Nearly half of the subject (47%) reported always having 
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protected sex over the past six months, compared to 13% always having UAI. Around 40% had 
infrequent to moderate UAI. Men were asked about the sexual roles they participate in most 
frequently during anal intercourse; 41% endorsed taking a dominate/insertive role, 33% being 
passive/receptive, and 26% being versatile.  Twenty-one percent of the sample reported having 
same sex contact with a prostitute, and 20% having sexual intercourse with someone who used 
IV drugs. Eighty-three percent of the sample reported not knowing the sexual history of their 
male sexual partners.  
 Subjects were asked questions about habits around oral sex (n=79), with all subject 
endorsing they have had oral sex. Over four fifths (82%) of the subjects reported never using a 
condom during oral sex, compared to 13% who endorsed using condoms a few times during oral 
sex regardless of being the recipient or giver. No individuals reported using condoms all the time 
during oral sex. Thirteen percent (n=10) of the sample reported trading sex for drugs or money. 
Of those reporting having ever traded sex for drugs or money, 30% reported trading sex for 
money a few times over the last 6 months, and one individual reported trading sex for drugs. 
Twenty-two percent of the sample reported having sex with someone over the past six months 
who they knew were HIV positive.  
Substance Use. Substance use has been linked to impaired judgment, and may be a factor 
contributing to increased sexual risk behaviors. Four-fifths of the sample (80%) reported ever 
having sex while under the influence of alcohol, and 54% reporting having sex while under the 
influence of illegal drugs. Over three fourths of the sample (76%) reported consuming alcohol 
within the past months, and 68% of individuals endorsing that they have used illegal drugs at 
some point in their life.  The most common drugs used in the last month were cannabis (n= 29), 
opioids (n=13), benzodiazepines (n= 9), cocaine (n= 5), hallucinogenic (n=6), and 
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methamphetamine (n= 5; See Table 1.8). Eight percent of the sample reported using IV drugs at 
least a few times over the past month, 13% reported snorting illegal drugs at least a few time 
over the past month, and 43% reported smoking illegal drugs at least a few time over the last 
month. Three individuals reported using illegal drugs intravenously over the past 6 months, but 
denied ever sharing needles.  
Internet Use. The Internet has grown in popularity in research as the Internet gains a more 
common and stable footing in the United States. Individuals were asked a series of questions 
regarding their online behaviors (See Table 1.9). Seventy-eight subjects responded about their 
Internet behaviors; with all subjects reporting regular Internet access; with all accessing the 
Internet at least once a day, and two-thirds (76%) accessing the Internet several times a day.  
 Over half (64%) of the subjects reported using the Internet at work, with the mean 
number of hours spent online for non-work related activities being 9.79 (SD=23.08). Nearly all 
individual (96%) reported spending time online in settings other than work; spending on average 
19.89 hours (SD= 19.97) per week online. Of those who reported spending time online away 
from work, they reported spending the majority of their time online was spent as follows: a) 
personal use (67%), b) split between work and personal use (25%), and c) work (9%).  
 All subjects reported visiting websites geared towards gay and/or bisexual men. 
Individuals were asked about four popular websites, with 34 subjects visiting gay.com, 45 
subjects visiting Adam4Adam.com, 42 subjects visiting Manhunt.com, and 75 subjects visiting 
the Craigslist.com Men4Men section. Twenty-one percent (n=19) visited only one of these sites, 
18% (n= 16) visited at least two, 17% (n=15) at least three, and 26% visited all four sites. 
Further, subjects were asked about other gay/bisexual websites that they visit, which fall into the 
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following categories: a) dating sites, b) mobile location apps, c) bondage sites, d) news and 
social networking, e) pornography, f) social sex sites, g) dating sites, h) unprotected sex sites, i) 
fetish sites, j) bear community sex sites, and k) looking for older men sites.  
 Nearly all subjects (99%) endorsed using the Internet to find sexual partners. As use of 
mobile media devices advance, so has the use of mobile media devices for seeking sexual 
partners.  Over half (60%) of the individuals in the sample reported using other media devices 
(e.g., smart phones, ipads, ect.) other than computers to look for sexual partners. Over two-thirds 
(67%) of subjects reported having a personal web page or online profile, with 86% of individuals 
having at least one online screen name. One-fourth (26%) of individuals pretend to be someone 
else when online. Individuals reported using the Internet for other activities, including: 35% for 
social networking, 13% for school or work, 19% for seeking sexual partners, and 32% split 
equally between looking for sexual partners and social networking.   
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Table 1.6: Sexual behaviors of MSM with opposite sex partners 
N = 90 Mean (SD) %(n) 
Vaginal Sex Ever (n=80) 
  Yes 
  No 
  
37.5 (30) 
62.5 (50) 
Any Sexual Contact (n= 79) 
  Yes 
  No 
  
68.4 (54) 
31.6 (25) 
First time ever having vaginal sex 
(n=53) 
18.15 (3.62)  
Frequency of vaginal sex (n=51) 
  Often 
  Sometimes 
  Rarely 
  
21.6 (11) 
13.7 (7) 
64.7 (33) 
Condom use during vaginal sex (n=50) 
  Always use condom 
  A few times 
  Half the time 
  Never use condoms 
  
66.0 (33) 
18.0 (9) 
2.0 (1) 
14.0 (7) 
Sex with a prostitute (n=52) 
  Yes 
  No 
  
11.5 (6) 
88.5 (46) 
Sex with IV drug user (n=53) 
  Yes 
  No 
  
5.7 (3) 
94.3 (50) 
Did not know partners sexual history 
(n=53) 
  Yes 
  No 
  
 
45.3 (24) 
54.7 (29) 
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Table 1.7: Sexual behaviors of MSM with same sex partners 
N=90 Mean (SD) % (n) 
Do you have sexual contact with men (n=79) 
  Yes 
  No 
  
96.2 (76) 
3.8 (3) 
Have you ever had anal sex (n=79) 
  Yes 
  No 
  
96.2 (76) 
3.8 (3) 
First time you had anal sex (n=74) 
  Yes 
  No 
22.43 (9.77)  
How often do you have anal sex (n=76) 
  Often 
  Sometimes 
  Rarely 
  
25.0 (19) 
40.8 (31) 
34.2 (26) 
Frequency of UAI in last 6 months (n=76) 
  Always use a condom 
  A few times 
  About half the time 
  Over half the time 
  Never use a condom 
  
47.4 (36) 
28.9 (22) 
3.9 (3) 
6.6 (5) 
13.2 (10) 
What sexual role do you most frequently assume? 
(n=76) 
  Dominate/Insertive 
  Passive/Receptive 
  Versatile 
  
 
40.8 (31) 
32.9 (25) 
26.3 (20) 
Sex with a prostitute (n=76) 
  Yes 
  No  
  
21.1 (16) 
78.9 (60) 
Sex with IV drug user (n=76) 
  Yes 
  No 
  
19.7 (15) 
80.3 (61) 
Did not know partners sexual history (n= 76) 
  Yes 
  No 
  
82.9 (63) 
17.1 (13) 
Ever had oral sex (n=79) 
  Yes 
  No 
  
100.0 (79) 
Frequency of condom use during oral sex (n=79) 
  A few times 
  About half the time 
  Over half the time 
  Never use a condom 
  
12.7 (10) 
3.8 (3) 
1.3 (1) 
82.3 (65) 
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Table 1.8: Substance use and sex trade behaviors with MSM 
N=90 % (n) 
Ever traded sex for drugs or money? (n=79) 
  Yes 
  No 
 
12.7 (10) 
87.3 (69) 
Ever traded sex for money in the last 6 months? (n=10) 
  Never 
  A few times or less 
 
70.0 (7) 
30.0 (3) 
Ever traded sex for drugs in the last 6 months? (n= 10) 
  Never 
  A few times or less 
 
90.0 (9) 
10.0 (1) 
In last 6 months had sex with someone who was HIV+ (n=79) 
  Yes 
  No 
 
21.5 (17) 
78.5 (62) 
Had sex while under the influence of alcohol (n=79) 
  Yes 
  No 
 
79.7 (63) 
20.3 (16) 
Had sex while under the influence of drugs (n=79) 
  Yes 
  No 
 
54.4 (43) 
45.6 (36) 
Used alcohol in past month (n=78) 
  Yes 
  No 
 
75.6 (59) 
24.4 (19) 
Ever used illegal drugs (n=78) 
  Yes 
  No 
 
67.9 (53) 
32.1 (25) 
In the past month how often have you used drugs . . . 
  Injection (n=53) 
    Never 
    A few times 
    A few times each week 
    Daily 
  Snorting (n=53) 
    Never 
    A few times 
  Smoking (n=53) 
    Never 
    A few times 
    A few times each week 
    Daily 
 
 
92.5 (49) 
3.8 (2) 
1.9 (1) 
1.9 (1) 
 
86.8 (46) 
13.2 (7) 
 
56.6 (30) 
15.1 (8) 
15.1 (8) 
13.2 (7) 
Have you used illegal drugs in last 6 months (n=78) 
  Yes 
  No 
 
3.8 (3) 
96.2 (75) 
Have you shared needles or works (n=3) 
   No 
 
100.0 (3) 
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Table 1.9: Internet behaviors among MSM 
N=90 Mean (SD) % (n) 
Have regular access to the Internet (n= 78) 
  Yes 
  No 
  
100.0 (78) 
0.0  
Frequency of Internet access (n= 78) 
  Daily 
  Several times a day 
  
24.4 (19) 
75.6 (59) 
Internet access at work (n=78) 
  Yes 
  No 
  
64.1 (50) 
35.9 (28) 
Number of hours spent online at work for non-
work activities (n=72) 
18 (10.01)  
Hours spent online daily for any activities (n=72) 9.79 (23.09)  
Internet use in non-work settings (n=78) 
  Yes 
  No 
  
96.2 (75) 
3.8 (3) 
Hours per week spent for personal activities 
(n=74) 
19.89 (19.97)  
How do you spend the majority of your time 
online (n=78) 
  Work/Office use 
  Personal use 
  ½ work and ½ personal 
  
 
9.0 (7) 
66.7 (52) 
24.4 (19) 
Ever visited a site geared towards gay or 
bisexual men (n= 78) 
  Yes 
  No 
  
 
100.0 (78) 
0.0 
Which of the following sites have you visited 
(n=78) 
  Gay.com 
  Adam4Adam. Com  
  Manhunt.com 
  Craigslist.com (Men4Men section) 
  
 
43.6 (34) 
57.7 (45) 
53.9 (42) 
96.2 (75) 
Ever used the Internet to find sexual partners 
(n=77) 
  Yes 
  No 
  
 
98.7 (76) 
1.3 (1) 
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Table 1.9 (cont.): Internet behaviors among MSM 
N=90 Mean (SD) % (n) 
Used other media devices other than a 
computer to find sexual partners (n=78) 
  Yes 
  No 
  
 
60.3 (47) 
39.7 (31) 
Types of websites most frequently visited while 
online (n=17) 
  Chat/Social Networking 
  Education/School 
  News 
  
 
70.6 (12) 
5.9 (1) 
5.9 (1) 
Have a personal web page or online profile 
(n=78) 
  Yes 
  No 
  
 
66.7 (52) 
33.3 (26) 
Ever pretended to be someone else in chat, 
instant message or other Internet sites (n=77) 
  Yes 
  No 
  
 
26.0 (20) 
74.0 (57) 
Have at least one nickname that you use in 
chat rooms, instant messages, or other Internet 
sites (n= 78) 
  Yes 
  No 
  
 
 
85.9 (67) 
14.1 (11) 
Purpose of using Internet the most (n=68) 
  Social Networking 
  School/work 
  Looking for sexual partners 
  Equal time between social networking and 
  looking for sexual partners 
  
35.3 (24) 
13.2 (9) 
19.1 (13) 
32.4 (22) 
 
 
Primary Analysis 
The Short Internalized Homonegativity Scale (SIHS) and three sub-scales were used as 
dependent variables to compare against the remaining 88 variables.  These remaining 88 
variables  under investigate were broken down into six major categories, examining demographic 
 GROUP DIFFERENCES OF INTERNALIZED HOMOPHOBIA 
48 
 
data, sexual behaviors with women, sexual behaviors with men, substance use, other risk factors, 
and Internet use. Each category below examines the difference between groups through either an 
independent t-test for those dichotomous variables, or one-way analysis of variance (ANOVA) 
for categorical variables. Each of the following sections will include a write up on any significant 
finding for both the independent t-test and ANOVA analysis. The dependent variables were 
measured on Likert scale with lower scores representing less internalized homophobia. The 
dependent variables consisted of an overall rating of internalized homophobia, public identity as 
gay or bisexual, sexual comfort with members of the same sex, and social comfort with other gay 
or bisexual men.  
Internalized Homophobia with MSM Descriptive Statistics 
Independent t-test. An independent sample t-test was used on individual’s location (urban or 
rural) against the SIHS measure to determine if there is a difference in mean scores of the two 
groups. There were no significant differences between public identification (t(10.23)=-.66, 
p=.52); sexual comfort (t(79)= .76, p= .45); social comfort (t(79)= -1.33, p= .19); or internalized 
homophobia (t(77)= -.54, p=.59) and individuals location.  
ANOVA Analysis. A one-way analysis of variance (ANOVA) was conducted to evaluate the 
relationship between levels of internalized homophobia across a variety of demographic 
variables, see Table 2.1a and 2.1b. Age was broken down into six categories (18-24; 25-34; 35-
44; 45-54; 55-64; ≥65) and an ANOVA conducted with age being the dependent variable. There 
was a significant difference between age categories and mean ratings of social comfort with 
other gay or bisexual men, F(5,23.84)=6.26, p<.001. The strength of the relationship between 
social comfort and age, assessed by η2, was strong, with age accounting for about 28% of the 
variance in the dependent variable. Follow up tests were conducted to evaluate pairwise 
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differences among the group means. Based on the tests of homogeneity of variance assumption 
pot hoc comparisons were conducted using the Games-Howell, a statistic designed for unequal 
variance and unequal sample size (Games & Howell, 1976). There was a significant difference in 
average social comfort ratings among those 18 to 24-years-old (?̅? = 5.11, SD = .83) and those 45 
to 54 (?̅?= 2.99, SD= 1.05); and a significant difference between those 18 to 24-years-old and 
those 55 to 64-years-old (?̅?= 3.10, SD= 1.18). Further, there was a significant difference 
between the means of those 18 to 24-years-old and those 65-years or older (?̅?= 3.92, SD= .75).  
There was a significant difference between overall ratings of Internalized Homophobia 
and age, F(5, 67)= 2.48, p=.04. There was a strong relationship (η2) between age category and 
overall ratings of internalized homophobia; accounting for 16% of the variance in the dependent 
variable.  Homogeneity of variance was assumed and Tukey’s HDS was used for pairwise 
comparisons; resulting in no significant differences between the groups mean comparisons. 
There were no significant differences between age and both public identification (F(5, 19.36)= 
1.32, p= .30) and sexual comfort (F(5,69)= .73, p=.60).   
There were no significant differences between the four race categories (White, Hispanic, 
Asian, and Other) and overall ratings of internalized homophobia (F(3,74)= .76, p= .52); race 
and public identification (F(3,78)= 2.46, p=.07); race and sexual comfort (F(3,76)= 1.57, p= 
.20); and race and social comfort (F(3,5.83)= .19, p= .90).  
There were significant differences between the four sexual orientation categories (gay, 
straight, bisexual, and other) in terms of public identification (F(3,79)=16.53, p< .001) and 
overall levels of internalized homophobia (F(3,75)= 6.15, p=.001). The strength of the 
relationship between sexual orientation and public identification, assessed by η2, was strong, 
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with sexual orientation accounting for 39% of the variance in the dependent variable. Further, the 
strength of the relationship between internalized homophobia and sexual orientation was strong, 
with sexual orientation accounting for 20% of the variance in the dependent variable. Follow up 
tests were conducted to evaluate the pairwise differences among the group means. Based on the 
test of homogeneity of variance assumption, post hoc comparisons were conducted using 
Tukey’s HSD.  There was a significant difference between individuals who identified as gay 
(?̅?=2.67, SD= 1.20) reporting lower levels of public identification distress than bisexual (?̅?= 
4.72, SD= 1.31) men. Pairwise comparison of the group means for internalized homophobia 
showed a significant difference with gay men (?̅?= 3.25, SD= .94) reporting lower internalized 
homophobia than bisexual men (?̅?= 4.11, SD= .79).  There were no significant differences in 
sexual orientation in terms of sexual comfort (F(3,77)= 1.20, p=.32).  
Education was examined across five categories (high school/GED, 2 year degree, four 
year degree, master degree, and doctorate degree). There was a significant difference between 
education level and an individual’s reported sexual comfort (F(4,75)=2.44, p= .05), with no 
significant pairwise comparisons. The strength of the relationship between education level and 
sexual comfort was strong (η2), with education level accounting for 12% of the variance with 
sexual comfort.  There were no significant differences between education level and public 
identification (F(4,77)= 1.14, p= .35); social comfort (F(4,76)= .79, p= .56); or internalized 
homophobia (F(4,74)= 2.39, p= .06).  
Socioeconomic status (SES) was broken down in ten categories ranging from <$9999 to 
>$100,000. There were no significant differences between SES and public identification 
(F(9,61)= .51, p=.86); sexual comfort (F(9, 59)= .50, p= .87); social comfort (F(9,60)= .97, p= 
.75); or internalized homophobia (F(9,58)= .65, p= .75).  
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Subjects were asked how they heard of the survey for this research, given the options of 
Craigslist.com, Adam4Adam.com, or Facebook. There was a significant difference between the 
site someone heard of the survey and the rating of public identification as gay (F(2,11.68)= 
11.77, p= .002). The strength of the relationship was moderate (η2), with the site accounting for 
7% of the variance in levels of public identification. Follow up tests were conducted to evaluate 
the pairwise differences among group means. Based on the test of homogeneity of variance 
assumption, post hoc comparisons were conducted using Games-Howell. There was a significant 
difference in the average level of comfort with public identification as gay between groups who 
accessed Craigslist (?̅?=3.50, SD= 1.59) and Adam4Adam (?̅?=1.80, SD=.65). There was a 
significant difference between groups who accessed Adam4Adam and Facebook (?̅?=3.18, SD= 
.31). There were no significant differences between the site individuals heard of the survey on 
and sexual comfort (F(2,76)= .23, p= .79); social comfort (F(2,76)= 1.24, p= .30); or internalized 
homophobia (F(2, 74)= 2.37, p= .10).  
Individuals were asked which stated they lived in when they took the survey, which was 
then broken down into six regional areas (Northwest, Northeast, Southeast, Southwest, South 
Central, and North Central). There was a significant difference (F(5, 76)= 2.32, p=.05) between 
public identification as gay or bisexual and the region of the country someone resides in. The 
strength of the relationship between region of the country and public identification, assessed by 
η2, was moderate, with the region accounting for 13% of the variance in ratings of public 
identification comfort levels. There were no significant pairwise comparisons.  There were no 
significant differences between region of the country and ratings of sexual comfort (F(5,74)= 
.76, p=.58); social comfort (F(5,74)= 1.13, p=.35); and internalized homophobia (F(5,72)= 1.69, 
p= .15).  
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Table 2.1a: ANOVA demographic variables for MSM and internalized homonegativity scales 
 
 F df P Mean (SE) 95% CI 
     Lower Upper 
Age       
     Public Identification 1.32 5, 19.36 .30    
     Sexual Comfort .73 5, 69 .60    
     Social Comfort 6.26 5, 23.84     .001***    
          18-24     45-54       .001*** 2.12 (.39) .83 3.40 
                         55-64     .02* 1.97 (.52) .27 3.67 
                         ≥ 65     .02* 1.46 (.34) .22 2.80 
     Internalized Homophobia 2.48 5, 67   .04*    
          (No significant between group differences)       
Race       
     Public Identification 2.46 3, 78 .07    
     Sexual Comfort 1.57 3, 76 .20    
     Social Comfort .19 3, 5.83 .90    
     Internalized Homophobia .76 3, 74 .52    
Sexual Orientation       
     Public Identification 16.53 3, 79   <.001***    
          Gay vs. Bisexual     <.001*** 2.50 (.30) 2.84 1.27 
     Sexual Comfort 1.20 3, 77 .32    
     Social Comfort -- -- --    
     Internalized Homophobia 6.15 3, 75     .001***    
          Gay vs. Bisexual       .001*** .87 (.22) 1.45 .28 
Education       
     Public Identification 1.14 4, 77 .35    
     Sexual Comfort 2.44 4, 75   .05*    
          (No significant between group differences)       
     Social Comfort .79 4, 76 .54    
     Internalized Homophobia 2.39 4, 74 .06    
*      Significant at < .05 
**    Significant at <.01 
***  Significant at <.001 
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Table 2.1b: ANOVA demographic variables for MSM and internalized homonegativity scales 
 
 F df P Mean (SE) 95% CI 
     Lower Upper 
Socioeconomic Status       
     Public Identification .51 9, 61 .86    
     Sexual Comfort .50 9, 59 .87    
     Social Comfort .97 9, 60 .47    
     Internalized Homophobia .65 9, 58 .75    
Heard of Survey       
     Public Identification 11.77 2, 11.68      .002**    
          Craigslist and Adam4Adam        .003** 1.70 (.35) .71 2.68 
          Adam4Adam and Facebook        .01** 1.38 (.31) .39 2.37 
     Sexual Comfort .23 2, 76 .79    
     Social Comfort 1.24 2, 76 .30    
     Internalized Homophobia 2.37 2, 74 .10    
Location       
     Public Identification .75 1, 81 .39    
     Sexual Comfort .57 1, 79 .45    
     Social Comfort 1.76 1, 79 .19    
     Internalized Homophobia .29 1, 77 .59    
Region of United States       
     Public Identification 2.32 5, 76   .05*    
          (No significant between group differences)       
     Sexual Comfort .76 5, 74 .58    
     Social Comfort 1.13 5, 74 .35    
     Internalized Homophobia 1.69 5, 72 .15    
*      Significant at < .05 
**    Significant at <.01 
***  Significant at <.001 
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Internalized Homophobia with MSM Sexual Behaviors with Women 
Independent t-test. An independent t-test was conducted to examine if individuals who have 
ever had vaginal sex have high rates of internalized homophobia (see Table 2.2). The test was 
significant and in the predicted direction, t(76)= 5.28, p < .001, with regard to public 
identification. Individuals who responded positively to ever having had vaginal sex (?̅?=4.35, 
SD= 1.43) had higher levels of discomfort with public identification as gay or bisexual, than 
subjects who reported never having vaginal sex (?̅?=2.74, SD= 1.21). The 95% confidence 
interval from the difference in means was narrow, ranging from 1.0 to 2.21. The eta-squared (η2) 
index indicated that 97% of the variance in the amount of internalized homophobia around public 
identification was accounted for by whether an individual had ever had vaginal sex with a 
woman. Further, individual who have had vaginal sex endorsed high levels of overall 
internalized homophobia (t(72)= 2.82, p <.01, 95% CI= .19 and 1.01). Results indicate that 
individuals who had ever had vaginal sex had higher levels of internalized homophobia (?̅?=3.88, 
SD= .81) than those who had never had vaginal sex (?̅?= 3.28, SD= .95). The variance index 
indicated that 90% of the variance in overall levels of internalized homophobia was accounted 
for by whether an individual has had vaginal sex before or not. There were no significant 
differences between individuals who have had vaginal sex or not in terms of sexual comfort with 
men (t(68.17)= -1.02, p= .31) or social comfort with gay men (t(71.47)= 1.78, p= .08). 
There were no significant differences on any of the SIHS overall rating or subscales on 
the following areas: Having sexual contact with members of the opposite sex, age of first vaginal 
sex (≤17 or ≥18), ever having vaginal sex with someone who worked as a prostitute, vaginal sex 
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with someone they didn’t know the sexual partner’s sexual history, or vaginal sex with someone 
who used IV drugs.  
ANOVA. Several risk factors were categorical, and a one-way ANOVA was conducted 
to determine any differences between overall ratings of internalized homophobia and all 
subscales (See Table 2.3). Individuals were asked to rate their frequency of vaginal sex, resulting 
in significant differences between level of comfort with public identification as gay/bisexual 
(F(2,47)= 12.37, p< .001). The strength of the relationship between frequency of vaginal sex and 
public identification as gay, was strong (η2), with individuals frequency of vaginal sex 
accounting for 35% of the variance in overall ratings of discomfort with public identification as 
gay. Based on the test of homogeneity of variance assumption, post hoc comparisons were 
conducted using Tukey’s HSD, since it was assumed that the variances were homogenous among 
the three groups.  There was a significant difference between frequencies of vaginal sex with 
individual reporting often having vaginal sex (?̅?=4.91, SD= 1.11) and those rarely having 
vaginal sex (?̅?=2.90, SD= 1.32). There was a significant difference between the means of those 
reporting having vaginal sex sometimes (?̅?= 4.54, SD= 1.35) and those rarely having vaginal 
sex. 
           There were significant differences in individual’s self-report of unprotected vaginal over 
the last 6 months on both public identification (F(2,45)= 6.22, p < .01) and overall internalized 
homophobia levels (F(2,43)= 4.77, p=.01).  The strength of the relationship (η2) was strong for 
both public identification and overall internalized homophobia. The frequency of unprotected 
vaginal sex accounted for 22% of the variance in an individual’s rating of public identification as 
gay, and 18% of the variance in overall ratings of internalized homophobia. Follow up tests were 
conducted to evaluate the pairwise comparison for public identification and overall levels of
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Table 2.2: Sexual behaviors of MSM who have had sex with women and Internalized Homophobia Scales 
 
 Mean (SD) t (df) CI p 
 Yes No  Lower Upper  
Ever had vaginal sex       
  Public Identification 4.35 (1.43) 2.74 (1.21) 5.28 (76) 1.00 2.21 <.001** 
  Sexual Comfort 3.42 (1.10) 3.72 (1.40) -1.02 (68.17) -.87 .28 .31 
  Social Comfort 3.98 (.94) 3.52 (1.34) 1.78 (71.47) -.06 .99 .08 
  Internalized Homophobia 3.88 (.81) 3.28 (.95) 2.82 (72) .19 1.01 <.01** 
Have sexual contact with members of the 
opposite sex 
      
  Public Identification 3.50 (1.57) 2.99 (1.33) 1.40 (76) -.21 1.23 .16 
  Sexual Comfort 3.52 (1.32) 3.81 (1.25) -.91 (74) -.93 .35 .37 
  Social Comfort 3.54 (1.23) 4.01 (1.12) -1.58 (74) -1.07 .12 .12 
  Internalized Homophobia 3.53 (1.02) 3.49 (.77) .20 (55.44) -.39 .47 .85 
Age at first vaginal sex ≤17 ≥18     
  Public Identification 3.61 (1.19) 3.34 (1.93) .60 (39.42) -.64 1.18 .55 
  Sexual Comfort 3.52 (1.36) 3.50 (1.31) .04 (49) -.74 .77 .97 
  Social Comfort 3.45 (1.34) 3.62 (1.19) -.45 (49) -.88 .56 .65 
  Internalized Homophobia 3.54 (1.01) 3.48 (1.05) .21 (48) -.53 .65 .84 
Vaginal sex with someone who worked as a 
prostitute 
      
  Public Identification 3.29 (1.82) 3.59 (1.55) -.44 (49) -1.69 1.08 .66 
  Sexual Comfort 2.96 (1.18) 3.66 (1.32) -1.23 (48) -1.84  .44 .22 
  Social Comfort 3.17 (1.27) 3.63 (1.24) -.86 (48) -1.55 .62 .40 
  Internalized Homophobia 3.12 (1.16) 3.64 (.97) -1.20 (47) -1.39 .35 .24 
Vaginal sex with someone you didn’t know 
their sexual history 
      
  Public Identification 3.69 (1.34) 3.40 (1.75) .65 (50) -.59 1.17 .52 
  Sexual Comfort 3.39 (1.24) 3.71 (1.36) -.89 (49) -1.07 .41 .38 
  Social Comfort 3.82 (1.35) 3.36 (1.08) 1.35 (49) -.23 1.15 .18 
  Internalized Homophobia 2.63 (1.04) 3.51 (.96) .42 (48) -.45 .69 .68 
Vaginal sex with someone who used IV drugs       
  Public Identification 3.83 (1.38) 3.52 (1.59) .34 (50) -1.57 2.21 .74 
  Sexual Comfort 3.83 (1.42) 3.54 (1.31) .38 (49) -1.28 1.86 .71 
  Social Comfort 3.92 (.14) 3.56 (1.26) 1.79 (33.92) -.11 .77 .08 
  Internalized Homophobia 3.86 (.35) 3.55 (1.02) .53 (48) -.88 1.51 .60 
*  Significant at < .05; **   Significant at <.01; *** Significant at <.001  
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internalized homophobia using Tukey’s HSD, since it was assumed that the variances were 
homogenous among the three groups. There was a significant difference amongst those who 
always used a condom over the past 6 months while having vaginal sex in public identification as 
gay/bisexual (?̅?=3.20, SD=1.45) and those only using condoms a few times (?̅?= 4.94, SD= 
1.01). Further, there was a significant difference between the means of those who used condoms 
a few times over the past 6 months while having vaginal sex in public identification ratings and 
those who never used condoms (?̅?= 2.96, SD= 1.44).  There was a significant difference between 
the means in terms of overall levels of internalized homophobia with those who always used a 
condom over the past 6 months while having vaginal intercourse (?̅?= 3.32, SD= .91) and those 
who used a condom a few times (?̅?=4.36, SD= .59). There were no significant differences on 
any of the SIHS with regards to frequency of sexual contact of any kind with members of the 
opposite sex.  
Internalized Homophobia with MSM Sexual Behaviors with Men  
Independent t-test. An independent samples t-test was conducted on all dichotomous variables 
to determine any group differences between those who endorsed the behaviors engaged in with 
other men and those who did not. Of the nine variables that examined MSM sexual behaviors, 
only two produced statistically significant results; having anal sex with someone who worked as 
a prostitute and having had sex with someone in the past 6 months who was HIV positive (See 
Table 2.4a and 2.4b). There was a significant difference, t(73)= -1.98, p.=.05, 95% CI= -1.66 to 
.00,  between individuals who had or had not had anal sex with someone who worked as a 
prostitute in term of their public identification as gay or bisexual. There was a strong relationship 
(η2), accounting for 80% of the variance, between an individual’s rating of public identification 
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as gay or bisexual and whether they have had anal sex with someone who worked as a prostitute. 
Individuals who had not had anal sex with a prostitute endorsed higher levels of internalized 
homophobia around public identification (?̅?= 3.47. SD= 1.46) than did those who had endorsed 
having anal sex with someone who worked as a prostitute (?̅?= 2.64, SD= 1.56). Further, there 
was a significant difference between individuals who endorsed ever having anal sex with 
someone who worked as a prostitute or not in terms of overall internalized homophobia ratings 
(t(69)= -2.41, p= .02, 95% CI= -1.18 to -.11). There was a strong relationship (η2), accounting 
for 86% of the variance between an individual’s rating of internalized homophobia and whether 
they have ever had anal sex with someone who has worked as a prostitute. Individuals who had 
not had anal sex with someone who worked as a prostitute endorsed higher levels of overall 
internalized homophobia (?̅?= 3.64, SD= .86) than those who endorsed these behaviors (?̅?= 3.00, 
SD= 1.15).   
There was a significant difference between those who endorsed having sex with someone 
over the past 6 months who was HIV positive in terms of public identification as gay or bisexual 
(t(34.68)= -3.78, p=.001, 95% CI= -1.90 to -.57). There was a strong relationship (η2= 91%) 
between an individual’s comfort level of public identification as gay or bisexual and whether 
they have had sex with someone in the past 6 months who is HIV positive. Individuals who 
reported not sleeping with someone over the past 6 months who is HIV positive endorsed higher 
levels of internalized homophobia around public identification (?̅?= 3.61, SD= 1.50) than those 
who endorsed sleeping with someone who was HIV positive (?̅?= 2.37, SD= 1.09).   
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Table 2.3: ANOVA analysis of sexual behaviors of MSM with women.  
 Mean F df p CI 
Lower (Upper) 
Frequency of sex with 
opposite sex 
     
  Public Identification 2.64 1.42 3,18 .27  
  Sexual Comfort 1.80 1.73 3,17 .20  
  Social Comfort .25 .25 3,17 .86  
  Internalized Homophobia .46 .68 3,18 .58  
How often do you have vaginal 
sex 
     
  Public Identification 
    Often and Rarely 
    Sometimes and Rarely 
20.34 
2.01 
1.64 
12.37 2,47 <.001*** 
<.001*** 
.01** 
 
.93 (3.10) 
.34 (2.93) 
  Sexual Comfort 1.55 .96 2,46 .39  
  Social Comfort .76 .48 2,46 .62  
  Internalized Homophobia 2.45 2.45 2,45 .10  
Unprotected vaginal sex over 
the last 6 months 
     
  Public Identification 
    Always use and a few times 
    A few times and Never use 
11.88 
-1.75 
1.98 
6.22 2,45 <.01** 
<.01** 
.01** 
 
-3.01 (-.49) 
.29 (3.67) 
  Sexual Comfort .73 .43 2,44 .66  
  Social Comfort 3.03 2.79 2,44 .07  
  Internalized Homophobia 
     Always use and a few times 
4.77 
-1.03 
4.77 2,43 .01** 
.01** 
 
-1.85 (-.22) 
*     Significant at <.05 
**   Significant at <.01 
*** Significant at <.001
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Table 2.4a: Internalized homophobia and sexual behaviors of MSM with the same-sex partners 
 
 Mean (SD) t (df) CI p 
 Yes No  Lower Upper  
Have sexual contact with members of the 
same sex 
      
  Public Identification 3.36 (1.48) 2.75 (2.41) .69 (76) -1.16 2.38 .50 
  Sexual Comfort 3.64 (1.29) 2.92 (1.42) .95 (74) -.79 2.24 .34 
  Social Comfort 3.74 (1.21) 2.42 (.88) 1.87 (74) -.09 2.73 .06 
  Internalized Homophobia 3.55 (.91) 2.70 (1.50) 1.55 (72) -.24 1.95 .13 
Frequency of sex with members of the 
same sex 
Contact in 
past 12 mo. 
Contact in 
past 6 mo.  
    
  Public Identification 3.36 (1.48) 2.75 (2.41) .69 (76) -1.16 2.38 .50 
  Sexual Comfort 3.64 (1.29) 2.92 (1.42) .95 (74) -.79 2.24 .34 
  Social Comfort 3.74 (1.21) 2.42 (.88) 1.87 (74) -.09 2.74 .06 
  Internalized Homophobia 3.55 (.91) 2.70 (1.50) 1.55 (72) -.24 1.95 .13 
Ever had anal intercourse       
  Public Identification 3.29 (1.51) 4.50 (.90) -1.37 (76) -2.97 .55 .17 
  Sexual Comfort 3.61 (1.31) 3.58 (.80) .04 (74) -1.50 1.55 .97 
  Social Comfort 3.71 (1.25) 3.25 (.25) 2.22 (7.92) -.02 .93  .06 
  Internalized Homophobia 3.50 (.95) 3.78 (.62) -.50 (72) -1.39 .83 .62 
Anal sex with someone who worked as a 
prostitute 
      
  Public Identification 2.64 (1.56) 3.47 (1.46) -1.98 (73) -1.66 .01  .05* 
  Sexual Comfort 3.07 (1.43) 3.76 (1.26) -1.85 (71) -1.44 .05 .07 
  Social Comfort 3.22 (1.30) 3.84 (1.21) -1.80 (71) -1.32 .07 .08 
  Internalized Homophobia 3.00 (1.15) 3.64 (.86) -2.41 (69) -1.18 -.11  .02* 
Anal sex with someone who was known to 
us IV drugs 
      
  Public Identification 2.67 (1.13) 3.45 (1.56) -1.81 (73) -1.64 .08 .07 
  Sexual Comfort 3.45 (1.50) 3.66 (1.28) -.58 (71) -.99 .57 .60 
  Social Comfort 3.64(1.44) 3.72 (1.21) -.21 (71) -.82 .67 .84 
  Internalized Homophobia 3.11 (.98) 3.59 (.93) -1.67 (69) -1.06 .09 .10 
*   Significant at <.05 
**  Significant at <.01 
*** Significant at <.001 
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Table 2.4b: Internalized homophobia and sexual behaviors of MSM with the same-sex partners 
 
 Mean (SD) t (df)  CI p 
 Yes No  Lower Upper  
Did not know partners sexual history       
  Public Identification 3.24 (1.50) 3.56 (1.59) -.68 (73) -1.28 .63 .50 
  Sexual Comfort 3.62 (1.30) 3.62 (1.39) .001 (71) -.81 .80 1.00 
  Social Comfort 3.71 (1.30) 3.67 (1.01) .01 (71) -.73 .80 .92 
  Internalized Homophobia 3.46  (.99) 3.71 (.74) -.82 (69) -.85 .36 .42 
Ever traded sex for money or drugs       
  Public Identification 3.53 (1.77) 3.31 (1.48) .42 (76) -.81 1.23 .68 
  Sexual Comfort 4.00 (.96) 3.55 (1.33) 1.01 (74) -.44 1.31 .32 
  Social Comfort 4.33 (.94) 3.60 (1.24) 1.85 (74) -.08 1.55 .08 
  Internalized Homophobia 3.98 (.70) 3.44 (.96) 1.69 (72) -.10 1.16 .10 
Ever traded sex for money in the last 6 
months 
      
  Public Identification 2.93 (1.80) 4.92 (.52) -1.82 (8) -4.51 .53 .11 
  Sexual Comfort 4.10 (.97) 3.75 (1.08) .51 (8) -1.25 1.95 .63 
  Social Comfort 4.07 (.90) 4.92 (.88) -1.39 (8) -2.27 .58 .21 
  Internalized Homophobia 3.74 (.62) 4.53 (.63) -1.84 (8) -1.78 .20 .10 
Had sex with someone in the past 6 months 
who was HIV positive 
      
  Public Identification 2.37 (1.09) 3.61 (1.50) -3.78 (34.68) -1.90 -.57         .001*** 
  Sexual Comfort 3.66 (1.64) 3.60 (1.19) .13 (21.10) -.83 .95 .90 
  Social Comfort 3.20 (1.70) 3.82 (1.04) -1.38 (18.12) -1.55 .32 .19 
  Internalized Homophobia 3.05 (1.20) 3.64 (.82) -1.87 (19.05) -1.26 .07 .08 
*     Significant at <.05 
**   Significant at <.01 
*** Significant at <.001
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ANOVA. A one-way analysis of variance (ANOVA) was conducted on categorical variables 
associated with sexual behaviors of men who have sex with men compared against the SIHS 
(See Table 2.5). Two variables were significant, frequency of anal sex and sexual role during 
intercourse, with all other variables having no significant difference between the groups. There 
was a significant difference (F(2,45.30)= 4.74, p=.01) between the frequency an individual has 
anal sex (often, sometimes, and rarely) and an individual’s comfort with identifying publicly as 
gay or bisexual.  There was a moderate relationship (η2) accounting for 9% of the variance in 
public identification. Based on the test of homogeneity of variance assumption, pot hoc 
comparisons were conducted using Games-Howell, since it was assumed that the groups were 
not homogenous. There was a significant difference in the average rating of internalized 
homophobia around an individual’s comfort level of identifying publicly as gay or bisexual 
between the frequency of anal sex and individual has, with those reporting often having anal sex 
(?̅?= 2.62, SD= 1.27) having lower levels of internalized homophobia than those who reported 
rarely having anal sex with men (?̅?= 3.77, SD= 1.15).  The one-way ANOVA was significant 
(F(2,70)= 3.17, p= .05) in the average rating of social comfort among the three conditions. The 
strength of the relationship between social comfort and frequency of anal sex, assessed by η2, 
was moderate, with the frequency of anal sex accounting for 8% of the variance in an 
individual’s social comfort with gay venues. There were no significant pairwise comparisons.  
There was a significant difference in the one-way ANOVA (F(2,70)=5.51, p<.01) 
examining an individual’s preferred sexual role (dominate/top, submissive/bottom, and versatile) 
during intercourse and overall sexual comfort with other men. The strength of the relationship 
between preferred sexual role and sexual comfort, assessed by η2, was strong, with preferred 
sexual role accounting for 14% of the variance in the dependent variable. Based on the test of the 
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homogeneity of variance assumption, post hoc comparisons were conducted using Tukey’s HSD, 
since it was assumed that the variances were homogenous among the three groups. There was a 
significant difference between those who preferred a dominate/top or being the incentive partner 
(?̅?= 3.17, SD= 1.20) having lower rates of internalized homophobia around sexual comfort and 
those who identified as versatile (?̅?= 4.39, SD= 1.38). There were no significant differences 
between pairwise comparisons with those who identified their preferred sexual role as 
passive/bottom or being penetrated and the other two groups.  
Internalized Homophobia with MSM and Other Risk Behaviors 
Other risk factors consisted of variables which may increase an individual’s changes of 
infection from HIV, such as tattoos, piercings, donating blood, ever having an STD, ever having 
been tested for HIV, engaging in sexual acts over the past 12 months, last test for HIV, 
perceptions of contracting HIV, number of sexual partners over the past 12, 6 months, last 
month, and in the last week.  
Independent t-test. Independent sample t-tests were conducted on all dichotomous 
variables across the major and subscales of the SIHS (See Table 2.6a and 2.6b). There were no 
significant differences across the SIHS and donating blood since 1985, donating blood in the past 
12 months, having an SDT/STI over the past 5 years, or engaging in sexual activity in the past 12 
months. An independent t-test was conducted to evaluate if individuals who have ever been 
tested for HIV had higher rates on any of the SIHS than those who have not been tested. There 
were significant differences in the social comfort level (t(78)= -1.98, p= .05) with regards to an 
individual ever being tested for HIV or not. On average, individual who had not been tested had
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Table 2.5: ANOVA analysis of Internalized Homophobia and sexual behaviors of MSM with the same sex. 
 F df p η2 Mean (SE) CI 
      Lower Upper 
Age of first anal sex with a member of 
the same sex 
       
  Public Identity .66 6,66 .68 .06    
  Sexual Comfort .72 6,64 .63 .06    
  Social Comfort .88 6,64 .52 .08    
  Internalized Homophobia .56 6,62 .76 .05    
Frequency of anal sex         
  Public Identity 4.74 2, 45.30    .01** .09    
    Often and Rarely      .01**  1.15 (.37) .25 2.06 
  Sexual Comfort .30 2, 70 .75 .01    
  Social Comfort 3.17 2, 70 .15 .08    
  Internalized Homophobia 2.79 2, 40.37 .07 .06    
 Frequency of UIA partners in past 6 
months 
       
  Public Identity 1.48 4, 70 .22 .08    
  Sexual Comfort .93 4, 68 .45 .05    
  Social Comfort .19 4, 68 .94 .01    
  Internalized Homophobia .44 4, 66 .78 .03    
 Sex role during MSM sexual 
intercourse 
       
  Public Identity .26 2, 72 .77 .01    
  Sexual Comfort 5.51 2, 70 <.01** .14    
    Dominate/Top and Versatile   <.01**  -1.22 (.37) .34 2.11 
  Social Comfort .45 2, 70 .64 .01    
  Internalized Homophobia 2.39 2, 68 .10 .07    
 Frequency of condom use during oral 
sex 
       
  Public Identity .008 2. 74 .99 .00    
  Sexual Comfort 1.90 2, 72 .16 .05    
  Social Comfort 2.16 2, 72 .12 .06    
  Internalized Homophobia .74 2, 70 .48 .02    
*     Significant at <.05 
**   Significant at <.01 
*** Significant at <.001
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higher ratings of social discomfort (?̅?=4.70, SD= .74) than those who had been tested (?̅?= 3.58, 
SD= 1.25). The 95% confidence interval for the difference of the means was narrow, ranging 
from -2.25 to .00. The eta-squared (η2) index indicated that 5% of the variance in the social 
comfort as identifying as gay or bisexual was accounted for by an individual ever being tested 
for HIV or not. No other scales on the SIHS were significant.  
Individuals were asked whether they expect to be tested for HIV over the next 12 months, 
with a significant difference appearing between the groups on their sexual comfort with other 
men (t(65)= 1.96, p= .05). Individuals who reported planning on having an HIV test over the 
next year had a higher average score (?̅?= 3.87, SD= 1.39) than did those who reported no plan to 
have an HIV test over the next 12 months (?̅?= 3.13, SD= 1.16). The 95% confidence interval for 
the difference of the means was narrow, ranging from -.01 to 1.49. The eta-squared (η2) index 
indicated that 5% of the variance in sexual comfort with men was accounted for by an 
individual’s intention to have an HIV test in the next 12 months. The other three scales of the 
SIHS were not significant.  
Individuals were asked if they had ever tested positive for HIV, with those endorsing 
being HIV positive having significantly lower mean scores across public identification (t(80)= -
2.38, p=.02), social comfort (t(78)= -2.66, p<.01), and overall internalized homophobia (t(76)= -
3.08, p<.001). Individuals who were HIV positive (?̅?=2.32, SD= 1.27) had lower levels of 
discomfort with public identification as gay or bisexual compared to those who had not tested 
positive for HIV (?̅?= 3.47, SD= 1.52). The 95% confidence interval for the difference in means 
was large, ranging from -2.11 to -.19. Seven percent of the variance (η2) in individuals comfort 
with public identification as gay or bisexual could be accounted for by having ever tested 
positive for HIV or not. Individuals who reported being HIV positive had lower mean scores 
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(?̅?= 2.75, SD=1.15) on social comfort with gay men than did those who did not endorse being 
HIV positive (?̅?= 3.79, SD= 1.21). The 95% confidence interval for the mean difference was 
moderate, ranging from .26 to 1.82, with 8% of the variance (η2) in the amount of social comfort 
accounted for by an individual’s HIV status. Lastly, there was a significant difference between 
individuals who endorsed being HIV positive (?̅?=2.67, SD= .93) and individuals who did not 
endorse ever testing positive for HIV (?̅?= 3.66, SD=.91) in overall ratings of internalized 
homophobia. The 95% confidence interval for the difference in means was narrow, ranging from 
.34 to 1.57, with 11% of the variance (η2) in overall ratings of internalized homophobia being 
accounted for by whether a participant was HIV positive or not.  There was no significant 
difference between individuals who have ever tested positive for HIV in ratings of sexual 
comfort with other men.  
Studies of risk behaviors rarely examine behaviors such as tattoos and piercings. 
Participants were asked if they had ever had a body piercing and results compared against the 
SIHS. There were significant differences between individuals endorsing having a body piercing 
on ratings of public identity as gay or bisexual (t(80)= 3.73, p<.001), social comfort with gay or 
bisexual men (t(51.25)=2.36, p=.02) and overall levels of internalized homophobia (t(52.98)= 
2.08, p=.04), but not sexual comfort. Individuals who had not had any body piercings (?̅?= 3.79, 
SD= 1.48) endorsed higher levels of discomfort with public identification as gay or bisexual than 
those who have had body piercings (?̅?= 2.60, SD= 1.33), with a moderate 95% confidence level, 
ranging from .56 to 1.82. The eta-square (η2) index indicated that 15% of the variance in the 
amount of internalized homophobia around public identification could be accounted for by an 
individual ever having a body piercing or not. Individuals who had not ever had a body piercing 
had significantly higher rates of social discomfort (?̅?= 3.94, SD= .93) than did those who had 
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(?̅?= 3.25, SD= 1.51), with a moderate 95% confidence interval ranging from .10 to 1.28. Seven 
percent of the variance (η2) in the amount of social comfort could be accounted for by whether 
an individual had ever had a body piercing or not.  
There was a significant difference between individuals overall internalized homophobia 
ratings, with individuals who had not had body piercing having higher internalized homophobia 
(?̅?=3.70, SD= .77) than those who did have piercings (?̅?= 3.23, SD= 1.13). The 95% confidence 
interval for the difference in means was narrow, ranging from .09 to .93. The eta-squared (η2) 
index indicated that 5% of the variance in the amount of overall internalized homophobia was 
accounted for by whether a participant had ever had a body piercing. Further, individuals were 
asked if they had received a body piercing within the last 6 months, with there being a significant 
difference between those who had a new body piercing and those who had not in comfort of 
public identification as gay or bisexual (t(80)= 2.24, p= .03). Individuals who reported having a 
body piercing within the past 6 months (?̅?=1.42, SD=.72) reported lower levels of problems with 
identifying publicly as gay or bisexual than did those who had not received a body piercing (?̅?= 
3.38, SD= 1.51). The 95% confidence interval for the mean difference was quite wide, ranging 
from .22 to 3.71, with the eta-square (η2) index indicating a moderate effect size with 6% of the 
variance in the amount of public identification as gay or bisexual accounted for by an individual 
having a body piercing within the past 6 months.  No other scales on the SIHS had significant 
differences in the means.   
Participants were asked information about ever having a tattoo (t(79)= 2.82, p< .01) and 
having a tattoo within the past 6 months (t(80)= 1.96, p= .05), with both having significant 
differences around public identification as gay or bisexual, but no other scales on the SIHS were 
significant. Individuals who endorsed ever having a tattoo (?̅?= 2.70, SD= 1.24) endorsed greater 
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public identification as gay or bisexual than those who had never had a tattoo (?̅?=3.63, SD= 
1.53). The 95% confidence interval for the difference in means was moderate in size, ranging 
from .27 to 1.58, with a medium effect size (η2) accounting for 9% of the variance in the amount 
of public identification comfort based on an individual ever having a tattoo. Individuals who 
reported getting a tattoo within the past 6 months (?̅?= 1.88, SD= 1.03) had lower rates of public 
identification internalized homophobia than those who did not (?̅?=3.39, SD= 1.52). The 95% 
confidence interval for the mean difference was quite wide, ranging from -.02 to 3.04, with a 
standard error (η2) index accounting for 5% of the variance in the amount of comfort an 
individual has with public identification as gay or bisexual accounted for by getting a tattoo in 
the past 6 months.  
One-way ANOVA. One-way ANOVA was conducted on variables that consisted of 
categorical responses around other possible risk factors for contracting HIV and the SIHS, with 
mixed results (See Table 2.7a and 2.7b). There were no significant differences between the 
groups on questions about when an individual’s last HIV test was, who had suggested the 
participants last HIV test, and the number of sexual partners someone had over the past month, 
or week. Several variables did show a significant difference including the number of sexual 
partners they had over the past 12 months, which was broken down categorically, with a one-
way ANOVA being significant (F(2,66)= 3.08, p=.05) with an individual’s sexual comfort with 
other men. The strength of the relationship between the categories of number of sexual partners, 
assessed by η2, was moderate, with number of partners accounting for 9% of the variance in an 
individual’s sexual comfort. Follow up tests were conducted using Tukey’s HDS for pairwise
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Table 2.6a: Independent t-test for other risk factors 
 Mean (SD) t(df) 95% CL p 
 Yes No  Lower Upper  
Donated blood since 1985       
     Public Identity 3.23 (1.53) 3.27 (1.46) -.12 (79) -.73 .65 .91 
     Sexual Comfort 3.54 (1.46) 3.69 (1.23) -.47 (78) -.75 .47 .64 
     Social Comfort 3.59 (1.31) 3.69 (1.23) -.33 (78) -.69 .49 .74 
     Internalized Homophobia 3.40 (1.18) 3.54  (.84) -.56 (40.74) -.66 .38 .58 
Donated blood past 12 months       
     Public Identity 3.68 (2.02) 3.20 (1.39) .72 (10.22) -.99 1.94 .49 
     Sexual Comfort 4.23 (1.06) 3.55 (1.32) 1.54 (78) -.20 1.55 .13 
     Social Comfort 3.92 (1.25) 3.62 (1.26) .67 (78) -.59 1.18 .51 
     Internalized Homophobia 3.76   (.76) 3.46   (.99) .90 (75) -.38 .99 .37 
Ever been tested for HIV       
     Public Identity 3.33 (1.53) 3.15 (1.86) .25 (80) -1.24 1.60 .80 
     Sexual Comfort 3.65 (1.34) 3.40   (.91) .42 (78) -.96 1.46 .68 
     Social Comfort 3.58 (1.25) 4.70   (.74) -1.98 (78) -2.25 .00   .05* 
     Internalized Homophobia 3.49   (.97) 3.75 (1.03) -.59 (76) -1.16 .63 .56 
Expect to get tested for HIV in the next 12 months       
     Public Identity 3.27 (1.48) 2.81 (1.51) 1.14 (66) -.35 1.28 .26 
     Sexual Comfort 3.87 (1.39) 3.13 (1.16) 1.96 (65) -.01 1.49   .05* 
     Social Comfort 3.60 (1.24) 3.40 (1.48) .57 (65) -.51 .91 .57 
     Internalized Homophobia 3.52   (.98) 3.13 (1.09) 1.35 (62) -.19 .98 .18 
Had an SDT/STI in the past 5 years       
     Public Identity 2.89 (1.75) 3.46 (1.47) -1.38 (76) -1.39 .25 .17 
     Sexual Comfort 3.88 (1.28) 3.60 (1.33) .76 (74) -.45 1.02 .45 
     Social Comfort 3.79 (1.59) 3.54 (1.11) .64 (22.34) -.58 1.09 .53 
     Internalized Homophobia 3.58 (1.25) 3.47   (.90) .35 (21.12) -.56 .79 .73 
Ever tested positive for HIV       
     Public Identity 2.32 (1.27) 3.47 (1.52) -2.38 (80) -2.11 -.19    .02* 
     Sexual Comfort 3.25 (1.20) 3.69 (1.32) -1.01 (78) -1.32 .44 .32 
     Social Comfort 2.75 (1.15) 3.79 (1.21) -2.66 (78) -1.82 -.26      <.01** 
     Internalized Homophobia 2.67   (.93) 3.66   (.91) -3.08 (76) -1.57 -.34    <.01** 
*      Significant at <.05 
**    Significant at <.01 
*** Significant at <.001 
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Table 2.6b: Independent t-test for other risk factors 
 
 Mean (SD) t(df) 95% CI p 
 Yes No  Lower Upper  
Ever had a body piercings ever       
     Public Identity 2.60 (1.33) 3.79 (1.48) -3.73 (80) -1.82 -.56   <.001*** 
     Sexual Comfort 3.76 (1.50) 3.54 (1.16) .69 (60.12) -.40 .83 .49 
     Social Comfort 3.25 (1.51) 3.94   (.93) -2.36 (51.25) -1.28 -.10    .02* 
     Internalized Homophobia 3.23 (1.13) 3.70   (.77) -2.08 (52.98) -.93 -.02    .04* 
Had a body piercing in the past 6 months       
     Public Identity 1.42   (.72) 3.38 (1.51) -2.24 (80) -3.71 -.22    .03* 
     Sexual Comfort 4.58   (.88) 3.60 (1.31) 1.29 (78) -.54 2.51 .20 
     Social Comfort 4.75 (1.30) 3.60 (1.24) 1.57 (78) -.30 2.60 .12 
     Internalized Homophobia 3.64   (.46) 3.49   (.98) .26 (76) -.99 1.28 .78 
Ever had a tattoo       
     Public Identity 2.70 (1.24) 3.63 (1.53) -2.82 (79) -1.58 -.27   <.01** 
     Sexual Comfort 3.73 (1.53) 3.53 (1.12) .63 (50.49) -.44 .84 .53 
     Social Comfort 3.48 (2.40) 3.75 (1.12) -.95 (78) -.85 .30 .34 
     Internalized Homophobia 3.30   (.91) 3.63   (.99) -1.48 (76) -.77 .12 .14 
Had a tattoo in the past 6 months       
     Public Identity 1.88 (1.03) 3.39 (1.52) -1.96 (80) -3.04 .02   .05* 
     Sexual Comfort 4.44 (1.41) 3.59 (1.30) 1.27 (78) -.48 2.18 .21 
     Social Comfort 3.75 (2.40) 3.64 (1.19) .09 (3.08) -3.68 3.89 .93 
     Internalized Homophobia 3.36   (.77) 3.51   (.98) -.31 (76) -1.15 .84 .76 
Engaged in sexual activity in the past 12 months       
     Public Identity 3.37 (1.54) 2.25   (.89) 1.43 (80) -.43 2.67 .17 
     Sexual Comfort 3.63 (1.29) 3.69 (1.93) -.08 (78) -1.40 1.29 .93 
     Social Comfort 3.62 (1.23) 4.19 (1.71) -.89 (78) -1.85 .71 .38 
     Internalized Homophobia 3.51   (.96) 3.36 (1.24) .31 (76) -.84 1.14 .76 
*      Significant at <.05 
**    Significant at <.01 
*** Significant at <.001 
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comparisons since it was assumed that variances were homogenous. There was a significant 
difference in the means of those who had slept with 1-5 partners (?̅?= 3.26, SD= 1.14) over the 
past 12 months reporting lower levels of sexual discomfort than those who had slept with ≥11 
(?̅?= 4.10, SD= 1.44). No other scales on the SIHS were significant with an individual’s number 
of sexual partners of the past 12 months.  
There was a significant difference between the number of sexual partners an individual 
had over the past 6 months and the participants sexual comfort with other men (F(2,66)= 4.29, 
p= .02).  The strength of the relationship between number of sexual partners and sexual comfort, 
assessed by η2, was moderate, with number of sexual partners accounting for 12% of the 
variance in an individual’s sexual comfort with other men.  Follow up tests were conducted to 
evaluate pairwise differences using Tukey’s HDS, since it was assumed that the variances were 
homogenous among the groups. There were significant differences between the number of sexual 
partners in mean sexual comfort ratings, with those having between 0-5 sexual partners (?̅?=3.47, 
SD= 1.09) and 6-10 sexual partners (?̅?= 3.42, SD= 1.41) reporting more comfort compared to 
those who slept with ≥11 sexual partners (?̅?= 4.58, SD= 1.35).  
Participants were asked to rate their perception of their chances of contracting HIV from 
either high, medium, low, don’t know, or already HIV+; with significant differences appearing 
on sexual comfort (F(5, 7.22)= 10.51, p<.01), social comfort (F(5, 74)= 6.62, p<.001), and 
overall internalized homophobia (F(5,72)= 4.99, p= .001).  There were no significant differences 
across groups in terms of public identity as being gay or bisexual. The strength of the 
relationship (η2) between perceived chance of infection and sexual comfort was strong, with 
participant’s perception accounting for 16% of the variance in sexual comfort ratings.  Follow up 
post hoc testes to evaluate pairwise differences among group means were not homogenous, and 
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Games-Howell was used to evaluate group differences in sexual comfort. Participants who 
endorsed feeling they had a high chance of HIV infection had significantly higher average 
ratings of sexual discomfort with men (?̅?= 5.50, SD= .41) than those who reported moderate 
changes of HIV infection (?̅?= 3.99, SD= 1.12). Participants who endorsed higher chances of 
HIV infection reported a significant difference in means than did those who reported lower 
changes of HIV infection (?̅?= 3.52, SD= 1.25).  Individuals who reported a higher chance of 
infection had higher mean ratings of sexual discomfort with men than did those who were 
already diagnosed as HIV positive (?̅?= 2.99, SD= .96).  
There were significant differences between participants’ perceived changes of HIV 
infection and average ratings of social comfort with gay and bisexual men. The strength of the 
relationship between perceived chances and social comfort, as assessed by η2, was strong, 
accounting for 31% of the variance in social comfort. Homogeneity was assumed for the 
pairwise comparisons, and Tukey’s HDS post hoc test was used. Participants who reported 
feeling they had a moderate chance of HIV infection had higher mean scores of social discomfort 
(?̅?= 4.80, SD= .77) than individuals who perceived their chances as low (?̅?= 3.49, SD= 1.08). 
Further, individuals who viewed their chances of HIV infection as moderate had significantly 
higher average ratings of social discomfort than either individuals who were already HIV 
positive (?̅?= 2.73, SD= 1.21) or individuals who don’t know their chances of infection (?̅?=2.13, 
SD= .53).  
Finally, there were significant differences between individual’s perceptions of their 
chances of HIV infection and overall average ratings of internalized homophobia. The strength 
of the relationship, as assessed by η2, was strong, accounting for 26% of the variance in overall 
average ratings of internalized homophobia. Follow up tests were conducted to evaluate pairwise 
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differences of the means of groups using Tukey’s HDS post hoc in that homogeneity of variance 
was assumed.  There was a significant difference between participants who thought their changes 
for contracting HIV were high (?̅?= 4.33, SD= .69) reporting more overall internalized 
homophobia than those who already had HIV (?̅?= 2.51, SD= .84).  Further, there was a 
significant difference between those who reported moderate chances of infection (?̅?= 4.07, SD= 
.73) reporting higher ratings of overall internalized homophobia than those who were already 
infected, as well as significant differences between those who perceived low risk of infection 
(?̅?= 3.51, SD= .91) reporting higher mean ratings of overall internalized homophobia than those 
who were already HIV positive.  
Internalized Homophobia with MSM and Substance Use Behaviors 
Independent Samples t-test. Substance use has been linked to lowering inhibitions in 
individuals, and thus was examined in relation to subject’s ratings on the SIHS using an 
independent samples t-test for dichotomous variables (See Table 2.8). There were no significant 
differences on any of the SIHS and whether an individual had used illegal drugs in the past 6 
months. All other substance use variables had significant differences on two or more of the 
SIHS. Individuals were asked if they had ever had sex while under the influence of alcohol, with 
significant differences found between those who had and had not on areas of public identification 
(t(76)= 3.81, p< .001), social comfort (t(74)= 2.02, p= .03), and overall internalized homophobia 
(t(72)= 2.32, p= .02). Across these three scales, individuals who engaged in alcohol use during 
sexual activities had lower rates of internalized homophobia than those who did not. With 
regards to pubic identification, individuals who were under the influence when having sex had 
lower mean ratings (?̅?= 3.03, SD= 1.31) than those who were not under the influence (?̅?= 4.52, 
SD= 1.69). The 95% confidence interval for the difference in the means was quite wide, ranging 
 GROUP DIFFERENCES OF INTERNALIZED HOMOPHOBIA 
74 
 
from .71 to 2.26. The strength of the difference (η2) was strong, with 16% of the variance in the 
amount of discomfort with public identification as gay or bisexual was accounted for by an 
individual’s alcohol intoxication during sexual encounters.  Participants who endorsed ever being 
under the influence of alcohol during sex reported lower levels of social discomfort (?̅?= 3.54, 
SD= 1.25) than those who denied being under the influence of alcohol (?̅?= 4.32, SD= .88). There 
was a moderate 95% confidence interval for the difference in means, ranging from .07 to 1.48. 
The eta-squared (η2) index indicated that 5% of the variance in amounts of social comfort with 
gay men was accounted for by whether an individual had been under the influence of alcohol 
during sexual encounters or not.  Finally, there was a significant difference in mean scores in 
overall ratings of internalized homophobia, with those who had ever been under the influence of 
alcohol during sex reporting a lower average score (?̅?= 3.39, SD= .97) than those who had not 
(?̅?= 4.00, SD= .64), with a moderate 95% confidence interval, ranging from .09 to 1.14. A 
moderate eta-squared (η2) index indicated that 7% of the variance in social comfort levels with 
gay men was associated with whether an individual had or had not been under the influence of 
alcohol ever while having sex.  
 There was a significant difference between the means (t(75)= 2.40, p= .02) of individuals 
who had used alcohol in the past month (?̅?=3.10, SD= 1.40) and those who had not (?̅?=4.02, 
SD= 1.65) around public identification as gay. The 95% confidence interval was moderate in 
size, ranging from .16 to 1.70. The overall effect size (η2) was moderate, indicating that 7% of 
the variance in public identification was accounted for by whether an individual had used alcohol 
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Table 2.7a: ANOVA outputs of short internalized homonegativity scale and other risk behaviors 
 
 F df p Mean 95% CI 
     Lower Upper 
Last HIV test       
     Public Identity 1.40 4, 15.49 .28    
     Sexual Comfort .33 4, 69 .33    
     Social Comfort .46 4, 69 .77    
     Internalized Homophobia .83 4, 67 .51    
Suggested last test       
     Public Identity .45 4, 38 .77    
     Sexual Comfort .86 4, 37 .50    
     Social Comfort 1.47 4, 38 .23    
     Internalized Homophobia .42 4, 37 .80    
Chances of getting HIV       
     Public Identity 2.15 5, 76 .07    
     Sexual Comfort 10.51 5, 7.22 <.01**    
          High vs. Low   <.001*** 1.98 (.28) 1.01 2.95 
          High vs. Medium    .005** 1.51 (.34) .40 2.63 
          High vs. HIV +   <.001*** 2.51 (.38) 1.21 3.80 
     Social Comfort 6.62 5, 74 <.001***    
          Medium vs. Low   .001*** 1.31 (.32) .37 2.25 
          Medium vs. HIV +   <.001*** 2.08 (.44) .79 3.36 
          Medium vs. Don’t Know   .02* 2.68 (.81) .31 5.04 
     Internalized Homophobia 4.99 5, 72 .001***    
          HIV + vs. High   .009** 1.82 (.52) .31 3.34 
          HIV + vs. Medium   .001*** 1.56 (.36) .50 2.62 
          HIV + vs. Low   .03* 1.00 (.32) .08 1.92 
*       Significant at the p< .05  
**     Significant at the p<.01  
***  Significant at the p<.001  
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Table 2.7b: ANOVA outputs of short internalized homonegativity scale and other risk behaviors 
 F df p Mean 95% CI 
     Lower Upper 
Number of sexual partners over the past 12 
months 
      
     Public Identity 1.04 2, 42.07 .26    
     Sexual Comfort 3.08 2, 66 .05*    
          1-5 vs. ≥ 11   .05* .84 (.35) .32 1.45 
     Social Comfort 1.50 2, 66 .23    
     Internalized Homophobia 1.46 2, 63 .24    
Number of sexual partners over the past 6 
months 
      
     Public Identity .27 2, 67 .77    
     Sexual Comfort 4.29 2, 66 .02*    
          0-5 vs. ≥ 11   .02* 1.11 (.39) .17 2.05 
          6-10 vs. ≥ 11   .05* 1.15 (.47) .02 2.29 
     Social Comfort .09 2, 66 .92    
     Internalized Homophobia .32 2, 63 .73    
Number of sexual partners over the last months       
     Public Identity .39 4, 65 .82    
     Sexual Comfort 1.55 4, 64 .20    
     Social Comfort .39 4, 65 .81    
     Internalized Homophobia .43 4, 61 .78    
Number of sexual partners over the last week       
     Public Identity 1.50 2, 69 .23    
     Sexual Comfort .69 2, 68 .51    
     Social Comfort .20 2, 20.14 .82    
     Internalized Homophobia .05 2, 65 .96    
*       Significant at the p<.05 
**     Significant at the p<.01  
***  Significant at the p<.001  
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in the past month or not. There was also a significant difference between individuals who used 
alcohol in the past month (?̅?= 3.38, SD= .92) and those who did not (?̅?= 3.94, SD= .94) in 
overall ratings of internalized homophobia (t(71)= 2.23, p= .03). The 95% confidence interval 
had a moderate range, ranging from .06 to 1.06 with a moderate effect size (η2). Accounting for 
7% of the variance in internalized homophobia rating accounted for by an individual’s past 
month alcohol use. Overall, individuals who have used alcohol report lower levels of internalized 
homophobia overall and are more comfortable identifying as gay or bisexual publicly than those 
who did not consume alcohol over the past month.  
There were significant differences between those who endorsed ever having sex while 
under the influence of illegal drugs and those who had not on both scales of public identification 
as gay or bisexual (t(63.83)= 2.58, p= .01) and overall ratings of internalized homophobia 
(t(72)= 2.08, p= .04). Participants who endorsed having used illegal drugs during sex had lower 
mean ratings of discomfort around public identification as gay or bisexual (?̅?= 2.94, SD= 1.24) 
than those who had never used illegal drugs during sex (?̅?= 3.81, SD= 1.67), with a moderate 
95% confidence interval (.20 to 1.55). There was a moderate effect size (η2), indicating that 8% 
of the variance in public identification as gay or bisexual was accounted for by whether a 
participant had ever used illegal drugs during sex or not. There was a significant difference in 
participants overall average scores of internalized homophobia, with those endorsing having ever 
used illegal drugs during sex (?̅?= 3.30, SD= .98) having lower levels of overall internalized 
homophobia than those who had not engaged in illegal drug use during sex (?̅?=3.75, SD= .84). 
The 95% confidence interval for the mean difference was small, ranging from .02 to .87, with a 
moderate effect size (η2). Whether or not an individual used illegal drugs during sex accounted 
for 6% of the variance in the overall ratings of internalized homophobia.   
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The final significant difference in substance use behaviors was in regards to a participant 
having ever used illegal drugs. Three of the four scales on the SIHS had significant results, those 
being: public identification (t(75)= 4.25, p< .001), social comfort (t(73)= 3.00, p= .004), and 
overall internalized homophobia (t(71)= 3.66, p< .001). With regards to public identification as 
gay or bisexual, those who endorsed ever using illegal drugs had high comfort levels with 
publicly identify (?̅?= 2.87, SD= 1.28) than did those who endorsed never using illegal drugs (?̅?= 
4.28, SD= 1.54). The range of the 95% confidence interval (.75 to 2.08) was wide, with a strong 
effect size (η2). Whether or not an individual had ever used illegal drugs accounted for 19% of 
the variance in a participant’s public identification. Individuals who endorsed ever using illegal 
substance (?̅?=3.43, SD= 1.23) endorsed better social comfort levels with gay men than did those 
who had never used illegal drugs (?̅?= 4.30, SD= 1.00). The 95% confidence interval was 
moderate (.29 to 1.46), with a moderate effect size (η2). Whether or not an individual had ever 
used illegal drugs accounted for 11% of the variance in social comfort ratings. Further, those 
who endorsed using illegal drugs had less overall internalized homophobia (?̅?= 3.25, SD= .95) 
than those who did not (?̅?= 4.05, SD= .70). The 95% confidence interval (.36 to 1.23) was 
moderate, with a strong effect size (η2), accounting for 16% of the variance in overall 
internalized homophobia ratings. There were no significant differences between those who had 
or had not used illegal drugs with sexual comfort levels with other men. Overall, individuals who 
had used illegal substance had lower ratings of public identification, social comfort, and overall 
ratings of internalized homophobia than those who had not used illegal drugs.  
One-way ANOVA. A one-way analysis of variance was conducted on categorical 
variables addressing substance use and the SIHS (See Table 2.9). Individuals were asked 
questions about frequency of intravenous drug use in the past months, frequency of smoking 
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illegal drugs in the last month, and frequency of using illegal drugs by snorting over the past 
month. All results for the aforementioned variables were not significant.  
Internalized Homophobia and Internet Use Behaviors 
Independent Samples t-test. Individuals were asked questions about their Internet habits 
both at work and in personal life (See Table 2.10). The majority of the questions were not 
significant when compared to the SIHS, including; if a participant uses the Internet at work or 
not, if the Internet is used in other settings than work, if other media devices (e.g., smart phones, 
and tablets) are used to find sexual partners, and having at least one nickname/screen name while 
online. There was a significant difference (t(75)= 2.79, p= .007) between those who have a 
personal profile or web page (?̅?= 3.01, SD= 1.34) having lower ratings of public identity 
discomfort than those that do not (?̅?= 3.99, SD= 1.62). The 95% confidence interval was wide, 
ranging from .28 to 1.69. The effect size (η2) was moderate, with an individual either having or 
not having a online profile or webpage accounting for 9% of the variance in public identification 
as gay. There were no significant differences on the sexual comfort, social comfort, or overall 
internalized homophobia scales.  
 Participants were asked if they had ever pretended to be someone else while online or in 
chat. There was a significant difference (t(74)= 2.38, p= .02) with public identity, with 
individuals who reported pretending to be someone else online or in chat (?̅?= 4.10, SD= 1.40) 
reporting higher levels of internalized homophobia than those who do not (?̅?= 3.10, SD= 1.50). 
The 95% confidence interval was wide, ranging from .15 to 1.68. There was a moderate effect 
size (η2), indicating that 7% of the variance in public identification ratings was accounted for by 
whether an individual had ever pretended to be someone else online or not. Individuals who
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Table 2.8: independent t-test substance use 
 
 Mean (SD) t(df) 95% CL p 
 Yes No  Lower   Upper  
Ever had sex while under the influence of alcohol       
     Public Identification 3.03 (1.31) 4.52 (1.69) -3.81 (76) -2.26 -.71 <.001*** 
     Sexual Comfort 3.60 (1.36) 3.68 (1.01) -.23 (74) -.83 .66 .82 
     Social Comfort 3.54 (1.25) 4.32  (.88) -2.02 (74) -1.48 -.07 .03* 
     Internalized Homophobia 3.39 (.97) 4.00  (.64) -2.32 (72) -1.14 -.09 .02* 
Ever had sex while under the influence of drugs       
     Public Identification 2.94 (1.24) 3.81 (1.67) -2.58 (63.83) -1.55 -.20 .01** 
     Sexual Comfort 3.56 (1.42) 3.68 (1.15) -.40 (74) -.72 .48 .69 
     Social Comfort 3.45 (1.19) 3.99 (1.21) -1.94 (74) -1.09 .01 .06 
     Internalized Homophobia 3.30 (.98) 3.75  (.84) -2.08 (72) -.87 -.02 .04* 
Used alcohol in the past month       
     Public Identification 3.10 (1.40) 4.02 (1.65) -2.40 (75) -1.70 -.16 .02* 
     Sexual Comfort 3.56 (1.30) 3.85 (1.33) -.83 (73) -1.01 .42 .41 
     Social Comfort 3.60 (1.22) 4.01 (1.23) -1.26 (73) -1.08 .24 .21 
     Internalized Homophobia 3.38 (.92) 3.94  (.94) -2.23 (71) -1.06 -.06 .03* 
Ever used illegal drugs       
     Public Identification 2.87 (1.28) 4.28 (1.54) -4.25 (75) -2.08 -.75 <.001*** 
     Sexual Comfort 3.46 (1.39) 3.97 (1.02) -1.60 (73) -1.14 .13 .11 
     Social Comfort 3.43 (1.23) 4.30 (1.00) -3.00 (73) -1.46 -.29 .004** 
     Internalized Homophobia 3.25 (.95) 4.05  (.70) -3.66 (71) -1.23 -.36 <.001*** 
Used illegal drugs in the past 6 months       
     Public Identification 2.42 (.52) 3.36 (1.53) -1.06 (75) -2.72 .83 .29 
     Sexual Comfort 4.00 (1.15) 3.61 (1.31) .51 (73) -1.14 1.93 .61 
     Social Comfort 3.92 (.14) 3.69 (1.25) 1.35 (26.86) -1.22 1.68 .75 
     Internalized Homophobia 3.44 (.27) 3.52  (.97) -.13 (71) -1.20 1.04 .89 
*       Significant at the p=<.05 level 
**     Significant at the p<.01 level 
***  Significant at the p< .001 level 
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endorsed pretending to be someone else online (?̅?= 4.18, SD= 1.02) had significantly higher 
ratings of sexual discomfort with men (t(72)= 2.28, p= .03) than those who did not pretend (?̅?= 
3.41, SD= 1.34), with a wide 95% confidence interval (.10 to 1.44). There was a moderately 
strong effect size (η2), indicating that 7% of the variance in sexual comfort was accounted for by 
whether an individual had ever pretended to be someone else while online or in a chat room.  
Further, individuals who had ever pretended to be someone else while online (?̅?= 4.05, 
SD= .61) had significantly higher levels of overall internalized homophobia (t(52.15)= 3.69, p= 
.001) than those who had not (?̅?= 3.33, SD= .99). The 95% confidence interval was moderate, 
ranging from .33 to 1.11, with a large effect size (η2), indicating that 16% of the variance in 
overall internalized homophobia was accounted for by whether an individual had pretended to be 
someone else while online or in chat rooms.  There were no significant differences between the 
groups in terms of social comfort.  
One-Way ANOVA. Participants were asked either categorical or continuous questions 
with regard to Internet use behaviors (See Table 2.11). A one-way analysis of variance 
(ANOVA) was conducted against the overall and subscales of the SIHS. Only variables that 
inquired about the number of hours spent online for personal activities had a significant 
difference between groups on the social comfort subscale (F(3,68)= 2.78, p=.05). The strength of 
the relationship (η2) between the groups was strong, with number of hours spent online 
accounting for 11% of the variance in an individual being comfortable in social situations with 
other gay men. Follow up tests were conducted to evaluate pairwise differences, with Tukey’s 
HDS used since it was assumed that the variances were homogenous. There was a significant 
difference between those who spent 1 to 5 hours online daily (?̅?= 3.11, SD= 1.48) reporting 
more comfort in social settings with gay or bisexual men than those who spent between 6 to 10 
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Table 2.9: ANOVA substance use 
 
 F df p 
    
Frequency of IV drug use in last month    
     Public Identification .43 2, 49 .65 
     Sexual Comfort 1.24 2, 48 .30 
     Social Comfort .14 2, 49 .87 
     Internalized Homophobia .50 2, 46 .61 
Smoked illegal drugs in last month    
     Public Identification .58 3, 48 .63 
     Sexual Comfort .58 3, 47 .63 
     Social Comfort .71 3, 48 .55 
     Internalized Homophobia .07 3, 45 .98 
Snorted illegal drugs in last month    
     Public Identification 1.48 1, 50 .23 
     Sexual Comfort .14 1, 49 .71 
     Social Comfort .001 1, 50 .98 
     Internalized Homophobia .86 1, 47 .36 
*       Significant at the p= .05 level 
**     Significant at the p=.01 level 
***  Significant at the p= .001 level 
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Table 2.10: Independent t-test Internet use 
 
 Mean (SD) t(df) 95% CL p 
 Yes No  Lower Upper  
Uses Internet at work       
     Public Identity 3.22 (1.47) 3.53 (1.59) -.86 (75) -1.03 .41 .39 
     Sexual Comfort 3.56 (1.33) 3.73 (1.27) -.53 (73) -.79 .46 .60 
     Social Comfort 3.84 (1.17) 3.44 (1.31) 1.34 (73) -.19 .98 .18 
     Internalized Homophobia 3.48  (.08) 3.59 (1.09) -.47 (71) -.58 .36 .64 
Uses Internet in other settings other than work       
     Public Identity 3.27 (1.50) 4.75 (1.15) -1.68 (75) -3.24 .27 .10 
     Sexual Comfort 3.60 (1.29) 4.63 (1.95) -1.11 (73) -2.88 .82 .27 
     Social Comfort 3.69 (1.25) 4.00  (.00) -.35 (73) -2.08 1.45 .73 
     Internalized Homophobia 3.71  (.95) 4.12   (--) -.64 (71) -2.52 1.29 .52 
Use other media devices to find sexual partners       
     Public Identity 3.21 (1.50) 3.50 (1.54) -.83 (75) -1.00 .41 .41 
     Sexual Comfort 3.75 (1.23) 3.42 (1.40) 1.07 (73) -.28 .94 .29 
     Social Comfort 3.88 (1.25) 3.41 (1.17) 1.60 (73) -.11 1.03 .11 
     Internalized Homophobia 3.63  (.96) 3.35  (.91) 1.25 (71) -.17 .73 .22 
Has personal profile or web page       
     Public Identity 3.01 (1.34) 3.99 (1.62) -2.79 (75) -1.69 -.28        .007*** 
     Sexual Comfort 3.66 (1.33) 3.54 (1.27) .39 (73) -.51 .76 .70 
     Social Comfort 3.69 (1.26) 3.71 (1.20) -.06 (73) -.63 .59 .96 
     Internalized Homophobia 3.44  (.96) 3.68  (.91) -1.03 (71) -.71 .23 .31 
Pretend to be someone else online or in chat       
     Public Identity 4.10 (1.40) 3.10 (1.50) 2.38 (74) .15 1.68    .02* 
     Sexual Comfort 4.18 (1.02) 3.41 (1.34) 2.28 (72) .10 1.44   .03* 
     Social Comfort 4.14 (1.16) 3.56 (1.24) 1.75 (72) -.08 1.24 .09 
     Internalized Homophobia 4.05  (.61) 3.33 (.99) 3.69 (52.15) .33 1.11        .001*** 
At least one online nickname       
     Public Identity 3.28 (1.50) 3.61 (1.61) -.68 (75) -1.32 .65 .50 
     Sexual Comfort 3.66 (1.25) 3.41 (1.60) .59 (73) -.60 1.10 .56 
     Social Comfort 3.72 (1.20) 3.55 (1.42) .45 (73) -.63 .98 .66 
     Internalized Homophobia 3.53  (.90) 3.46 (1.21) .20 (71) -.56 .69 .84 
*       Significant at the p= .05 level 
**     Significant at the p=.01 level 
***  Significant at the p= .001 level
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hours daily (?̅?= 4.33, SD= .95). There were no significant differences between other groups on 
levels of social comfort. Further, there were no significant differences on the other three scales of 
the SIHS and house spent online daily for personal use.  
Other online behaviors that were examined were the frequency of access to the Internet, 
hours spent online at work for non-work activities, hours spend online daily for any activity, 
major activities while online, and major purpose for being online. None of these variables had 
any significant differences across the groups when compared to the scales of the SIHS.  
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Table 2.11: ANOVA output for Internet Use and Short Internalized Homonegativity Scale 
 
 F df p Mean 95% CI 
     Lower Upper 
Frequency of accessing Internet       
     Public Identity .06 1, 75 .81    
     Sexual Comfort .19 1, 73 .66    
     Social Comfort 3.66 1, 73 .06    
     Internalized Homophobia .78 1, 71 .38    
Hours spent online at work for non-work activities       
     Public Identity 1.53 4, 66 .21    
     Sexual Comfort .26 4, 65 .90    
     Social Comfort .79 4, 65 .54    
     Internalized Homophobia .31 4, 62 .87    
House spend online daily for any activity       
     Public Identity 2.41 3, 68 .08    
     Sexual Comfort 1.41 3, 66 .25    
     Social Comfort .52 3, 66 .67    
     Internalized Homophobia 1.31 3, 64 .28    
Hours spent online for personal activities       
     Public Identity .09 3, 69 .97    
     Sexual Comfort 1.23 3, 68 .31    
     Social Comfort 2.78 3, 68   .05*    
          1-5 vs. 6-10     .03* 1.22 (.43) .10 2.34 
     Internalized Homophobia .75 3, 65 .53    
Major activities while online       
     Public Identity .24 2, 74 .78    
     Sexual Comfort .06 2, 72 .95    
     Social Comfort 1.08 2, 72 .35    
     Internalized Homophobia .58 2, 70 .57    
Major purpose for being online       
     Public Identity .93 3, 63 .43    
     Sexual Comfort 2.31 3, 62 .09    
     Social Comfort .39 3, 62 .76    
     Internalized Homophobia 1.19 3, 59 .32    
*       Significant at the p= .05 level 
**     Significant at the p=.01 level 
***  Significant at the p= .001 level 
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Secondary Analysis 
A secondary analysis was conducted on the aforementioned variables by breaking them 
down into large categorical variables (Substance Use, Overall Sexual Behaviors, and Internet 
Use). Individual responses were assigned a dummy code of High, Medium, or Low risk based on 
an average of their composite scores on the variables that assessed the larger categorical variable; 
with responses broken down into thirds based on the range of scores. Individual’s with lower 
average scores comprised the high risk group; with higher scores representing the low risk group. 
A one-way analysis of variance was conducted on the larger categorical variables against the 
overall SIHS and subscales (See Tables 2.12a and 2.12b).   
Internet Use. A one-way analysis of variance (ANOVA) was conducted to examine the 
hypotheses that MSM who were higher users of the Internet have higher ratings of internalized 
homophobia than those with lower Internet use levels. There were no significant differences 
found across groups on the overall rating of internalized homophobia (F(2,68)= .16, p= .86), 
public identification (F(2,72)= .59, p= .56), sexual comfort (F(2, 71)= .52, p= .60), or social 
comfort (F(2, 71)= 1.71, p= .33). These results suggest that there is no difference between 
groups with regards to level of Internet use and self-rating of internalized homophobia. The 
hypothesis was not supported.  
Substance Use. The second hypothesis under investigation was with regards to individuals risk 
behaviors, including substance use. It was hypothesized that individuals who have higher rates of 
internalized homophobia will engage in higher risk behaviors than those who have lower rates of 
internalized homophobia. This hypothesis was supported in the examination of substance use 
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behaviors. Individuals who engaged in higher substance use reported higher mean score ratings 
of internalized homophobia across the overall SIHS (F(2,71)= 4.97, p= .01), with the strength of 
the relationship between substance use and overall internalized homophobia, assessed by η2, 
being  moderate. This relationship with substance use accounted for 12% of the variance in 
overall internalized homophobia ratings. Those in the high group had significantly higher mean 
(?̅?= 3.87, SD= .68) scores of internalized homophobia than those in the low group (?̅?= 3.13, 
SD= 1.06). There was a significant difference between group means with those in the medium 
level (?̅?= 3.72, SD= .79) of substance use reporting higher levels of internalized homophobia 
than those in the low group. There were no significant differences between mean scores of the 
high and medium substance use group in overall internalized homophobia ratings.   
With regards to the subscales, there was a significant difference between mean scores on 
public identification as gay or bisexual (F(2,75)= 3.67, p= .03). The strength of the relationship 
between levels of substance use and public identification, as assessed by η2, was moderate, with 
level of substance use accounting for 9% of the variance in public identification. Individuals who 
endorsed high substance use behaviors (?̅?= 3.90, SD= 1.44) endorsed higher mean ratings of 
discomfort with public identification as gay or bisexual than did those with low ratings (?̅?= 2.83, 
SD= 1.37) of substance use. There were no significant differences between any other pairwise 
comparisons.  
Finally, there was a significant difference in overall mean scores between substance use 
and social comfort with other gay men (F(2, 73)= 5.22, p= .008). The strength of the relationship 
between substance use level and ratings of social comfort, as assessed by η2, was moderate, with 
13% of the variance in social comfort accounted for by substance use ratings.  Appropriate post 
hoc tests were interpreted based of tests of homogeneity. Pairwise comparisons determined a 
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significant difference between group means with those in the high group (?̅?= 4.07, SD= .92) 
reporting higher levels of social discomfort than those in the low group (?̅?= 3.20, SD= 1.26). 
There was a significant difference between those in the medium use group (?̅?= 4.07, SD= 1.18) 
reporting higher levels of social discomfort than those in the low group. No significant 
differences were found between those in the high and medium substance use group means. 
Overall substance use is a contributing factor to high risk behaviors and was shown to be a 
significant contributor to risk behaviors, in the present study with those reporting higher levels of 
substance use reporting significantly higher levels of internalized homophobia, public identity 
discomfort, and social discomfort around being seen as gay or associating with gay men.  
MSW Sexual Behaviors 
 With regards to other factors that contribute to risk behaviors, there was a significant 
difference in ratings of public identification as gay or bisexual amongst those who had sexual 
activities with members of the opposite gender (F(2, 33.30)= 15.35, p<.001).  The strength of the 
relationship, as measured by η2, was strong, with previous sexual behaviors with women 
accounting for 22% of the variance in public identification ratings. Based on tests of 
homogeneity of variance assumption, post hoc comparisons were conducted using Games-
Howell, since it was assumed that the variance was not homogenous. There were significant 
differences in mean scores of public identification as gay or bisexual  between those who 
reported high sexual behaviors with women (?̅?= 4.50, SD= .94) and those who reported low 
levels of sexual behaviors with women (?̅?= 2.70, SD= 1.25). Further, there were significant 
differences between those who reported moderate levels of sexual behaviors with women (?̅?= 
3.83, SD= 1.62) and those who reported low levels in terms of comfort with public identity as 
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gay. There was no significant difference between the means of the high and low groups with 
regard to public identification.  
With regard to overall internalized homophobia (F(2, 71)= 2.74, p= .07), sexual comfort 
(F(2, 73)= .41, p= .66), and social comfort (F(2, 73)= .54, p= .58) there were no significant 
differences between mean ratings and sexual behaviors of the three groups. Overall, it appears 
that public identity has a significant impact on levels of internalized homophobia with regards to 
those who have had sexual relationship with women, with those reporting moderate to high 
sexual behaviors reporting higher levels of internalized homophobia.  
MSM Sexual Behaviors. In addition to the aforementioned risk groups, sexual behaviors of men 
and members of the same gender were compared against the overall SIHS and subscales. There 
were no significant differences between group means in terms of overall MSM sexual behaviors 
with the overall internalized homophobia rating (F(2, 71)= 1.57, p= .22) or any of the three 
subscales (public identification (F(2, 75)= 2.13, p= .13), sexual comfort (F(2, 73)= .21, p= .81), 
or social comfort (F( 2, 73)= 1.31, p= .28). Overall, there was not a significant difference 
between groups on any of the SIHS, suggesting that sexual behaviors with men do not have an 
impact on an individual’s ratings of internalized homophobia.  
Other Risk Behaviors. Individuals were asked a variety of other questions, including blood 
donation, perceived risk or chance of infection, and behaviors around tattoos and body piercings. 
There was a significant difference between the means of the groups and public identification as 
gay or bisexual (F(2,80)= 6.26, p= .003). The strength of the relationship between other risk 
behaviors, as assessed by η2, was strong, with other risk behaviors accounting for 14% of the 
variance in public identification as gay or bisexual. Tests of homogeneity of variance showed 
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that the groups were homogenous, and appropriate post hoc tests interpreted. There was a 
significant difference between the means of those who reported in engaging in higher risk 
behaviors (?̅?= 1.81, SD= 1.20) and those reporting moderate risk behaviors (?̅?= 3.38, SD= 
1.46). Individuals who endorsed moderate risk behaviors had higher ratings of public identity 
discomfort than those with higher risk behaviors. Further, those who reported low risk behaviors 
had higher mean scores (?̅?= 3.76, SD= 1.48) than those who reported high risk behaviors with 
regards to public identification as gay or bisexual. There was no significant difference between 
the mean scores of those who reported moderate or low levels of public identity ratings. Based 
on these results, it appears that those who engage in activities such as blood donation, body 
piercings, tattoos, and realistic perception of HIV infection rates have lower ratings of 
internalized homophobia around their public identification.  
There were no significant difference found in overall ratings of internalized homophobia 
(F(2,76)= 2.77, p=.07), sexual comfort (F(2, 78)= .68, p= .51), or social comfort (F(2, 20.21)= 
1.78, p= .20) with regards to other risk behaviors. Based on these findings it appears that an 
individual’s rating of public identification as gay or bisexual is affected by the lower number of 
risk behaviors they engage in.  
Overall Risk Behaviors. To assess for overall risk behaviors, scores on categorical variables 
(substance use, MSW sexual behaviors, MSM sexual behaviors, and other risk behaviors) were 
averaged to create an overall score. These average scores were divided into thirds to create the 
high, medium, and low risk group and recoded to assess for overall risk behaviors.  The 
hypothesis that individuals with higher ratings of overall internalized homophobia will engage in 
higher risk behaviors, was not supported. There was a significant difference in subscale ratings 
of public identity (F(2, 80)= 3.22, p= .05). The strength of the relationship between overall risk 
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behaviors level and public identification as gay, as assessed by η2, was moderate, with risk 
behavior accounting for 7% of the variance in public identification as gay. No pairwise 
comparisons were significant. There were no significant differences between groups in terms of 
overall internalized homophobia (F(2, 76)= 2.31, p= .11), sexual comfort (F(2, 78)= 1.53, p= 
.24), or social comfort (F(2, 78)= 2.44, p= .09). These findings suggest that the hypothesis of 
those who engage in high risk behaviors will have higher levels of internalized homophobia was 
not supported. However, findings showed that there is a difference between those who engage in 
risk behavior with regards to their public identity as gay or bisexual. This public discomfort of 
being viewed as gay or bisexual may increase an individual’s overall risk behaviors. 
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TABLE 2.12a: ANOVA output of combined variables for overall risk behaviors and the SIHS. 
 
 F(df) p X (SD) p 95% CI 
     Low High 
Internet Use       
     Public Identity .59 (2, 72) .56     
     Sexual Comfort .52 (2, 71) .60     
     Social Comfort 1.17(2, 71) .33     
     Internalized Homophobia .16 (2, 68) .86     
Substance Use       
     Public Identity 3.67 (2, 75)   .03*     
          High vs. Low   1.07 (.42) .03* .08  2.07 
     Sexual Comfort 2.24 (2, 73) .11     
     Social Comfort 5.22 (2, 73) .008***     
          High vs. Low   .87 (.33) .03* .07 1.67 
          Medium vs. Low   .87 (.31) .02* .12 1.61 
     Internalized Homophobia 4.97 (2, 71)   .01**     
          High vs. Low   .74 (.26) .02* .11 1.36 
         Medium vs. Low   .59 (.24) .05* .01 1.17 
MSW Sexual Behaviors       
     Public Identity 15.35 (2, 33.30) <.001***     
          High vs. Low   1.81 (.33) <.001*** .97 2.64 
          Medium vs. Low   1.14 (.38) .01** .21 2.06 
     Sexual Comfort .41 (2, 73) .66     
     Social Comfort .54 (2, 73) .58     
     Internalized Homophobia 2.74 (2, 71) .07     
MSM Sexual Behaviors       
     Public Identity 2.13 (2, 75) .13     
     Sexual Comfort .21 (2, 73) .81     
     Social Comfort 1.31 (2, 73) .28     
     Internalized Homophobia 1.57 (2, 71) .22     
*     Significant at the .05 level 
**   Significant at the .01 Level 
*** Significant at the .001 Level 
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TABLE 2.12b: ANOVA output of combined variables for overall risk behaviors and the SIHS. 
 F(df) p X (SD) p 95% CI 
     Low High 
Other Risk Behaviors       
     Public Identity 6.26 (2, 80) .003**     
          High vs. Medium   1.57 (.52) .01** .32 2.82 
          High vs. Low   1.95 (.56) .002** .63 3.28 
     Sexual Comfort .68 (2, 78) .51     
     Social Comfort 1.78 (2, 20.21) .20     
     Internalized Homophobia 2.77 (2, 76) .07     
Overall Risk Behaviors       
     Public Identity 3.22 (2, 80) .05*     
     Sexual Comfort 1.53 (2, 78) .24     
     Social Comfort 2.44 (2, 78) .09     
     Internalized Homophobia 2.31 (2, 76) .11     
*     Significant at the .05 level 
**   Significant at the .01 Level 
*** Significant at the .001 Level
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Discussion 
The aims of this paper were two-fold: a) to identify any identifying demographic 
variables that contribute to HIV-risk behaviors based on rates of internalized homophobia, and b) 
a) to address the previously stated hypotheses.  The sample was comprised of an Internet-using 
population of MSM who engage in of HIV-risk behaviors with men and women, substance use, 
and seeking sexual partners online.  
Overview of Sample 
Demographics. The sample consisted of MSM who were recruited from an online sample from 
three websites (craigslist.com, Adam4Adam.com, and facebook.com); with the majority (84%) 
of the sample responding to advertisements on craigslist.com. Sample demographics differed 
from those found by from other researchers (CDC, 2009; Rosser, Oakes et al., 2009).  Rosser, 
Oakes and Colleagues (2009) identified online sex seekers as being younger, less educated, 
living in rural areas, using methamphetamine, to be HIV positive, and identify as bisexual; 
whereas the CDC (2009) reported demographics that differed for those who were newly 
diagnosed with HIV infections. Subjects in the present study tended to be from urban areas either 
in Oregon or California (59%), make more than $30,000 (80%) a year, have at least a two year 
degree (78%), be White (81%), and identify as gay (64%). Eighty-five percent of the sample was 
between the ages of 25 and 64 years, with the largest age group being 35 to 44-years-old. Eleven 
subjects identified as being HIV seropositive. The wide range of demographic characteristics 
provides a well rounded sample of MSM Internet users who seek sexual partners online.  
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Internalized Homophobia. While Currie and Colleagues (2005) provide reliability and validity 
measures for the Short Internalized Homonegativity Scale, there are no established normative 
levels to distinguish cutoffs for high, moderate, and low levels of internalized homophobia. 
Based on suggestions by Currie et al. (2005) individuals falling one standard deviation of the 
sample mean were considered to be either high or low in internalized homophobia, with the 
mean representing moderate levels of internalized homophobia. The sample means for the major 
and domain scales were as follows: public identity 3.33 (SD= 1.53), sexual comfort 3.64 (SD= 
1.30), social comfort 3.65 (SD= 1.24), and overall internalized homophobia 3.51 (SD= .97). The 
sample was well distributed across all domains, with between 13-21% of the sample falling in 
the high or low categories across all domains and total scale on the SIHS.  
 
Sexual Behaviors. With regards to specific HIV-risk behaviors the majority of the sample 
reported not having an STD over the past 5 years, and endorsed having been tested for HIV in 
the past; with 50% being tested within the last 6 months, and having had sex in the past year. Of 
those who had sex in the past year the mean number of sexual partners was 14.11 (SD= 23.03), 
followed by an average of 7.24 (SD= 11.64) in the last 6 months. Over two-thirds of the sample 
reported intending to be tested for HIV within the next year, and a third of the sample (41%) 
endorsed ever having a body piercing, with 4% reporting a new piercing within the past 6 
months. Similar to the piercing behaviors, over a third of the sample (37%) reported having a 
tattoo, with 5% reporting a new tattoo in the past 6 months. Individual’s perceptions of their risk 
varied, with over half ( 54%) the sample believing their chances of HIV infection was low; 
followed by 20% believing they had moderate risk levels.  The discrepancy between self-
assessments of risk level and actual behavior may be explained by the just world belief, with 
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individuals viewing themselves as a ‘good person’ and thus underestimate their risk level. This 
discrepancy is discussed further below in the discussion of individual HIV-risk behaviors.  
Individuals were asked about sexual behaviors with both men and women; with over one-
third of sample (38%) reporting ever having vaginal sex (mean age of first vaginal sex 18.15 
(SD= 3.62), and over two-thirds (68%) reporting ever having any type of sexual activity with a 
woman. Nearly a quarter (22%) of the sample reported frequent vaginal sex; with 66% reporting 
always using a condom and 14% reporting never using a condom during vaginal intercourse. In 
contrast, 97% of the sample reported sexual contact with men and having ever had anal sex. The 
mean and standard deviation for first anal intercourse was larger than that with women (22.43, 
SD= 9.77). Individuals who responded to the survey reported rarely or sometimes (75%) having 
anal sex. Frequency of condom use during MSM sexual intercourse was lower than with women; 
with 47% or respondents reporting always using a condom. Comparison of male and female 
sexual partner condom use were similar for those who reported never using a condom. Subjects 
were more likely to have had sexual partners who were male prostitutes or IV drug users than 
female sexual partners.  MSM sexual encounters were more likely to not know their partner’s 
sexual history (83%) in contrast to MSW sexual encounters (45%). All subjects reported having 
oral sex before, with 82% of the sample endorsing never using a condom during oral sex. Nearly 
a quarter of the sample reported having sex with someone in the past 6 months who was HIV 
positive. A small portion of the sample (13%) reported ever trading sex for drugs or money; with 
30% endorsing these behavior reporting trading sex for money over the past six months, and 
10% reporting trading sex for drugs over the past six months.  
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Research on sexual behaviors has examined factors such as unprotected anal intercourse, 
number of sexual partners, pervious diagnosis of an STD, and type of sexual behavior (Bolding 
et al., 2005; CDC, 2009; McFarlane et al., 2000; Rosser, Miner et al., 2009; Rosser, Oakes et al., 
2009; Wilkerson et al., 2010). The aforementioned variables were shown to be significant 
behaviors engaged in by this sample. While these factors have been linked to increased HIV risk 
amongst MSM; HIV risk behaviors are a ill-conceived construct which has been difficult to 
describe. It is important for researcher to investigate the reasons behind these behaviors and not 
just the behaviors themselves.  The results presented here suggest high rates of HIV-risk 
behaviors reported by the sample, which were consistent with previous finding from other 
researchers.  
Substance Use Behaviors. Individuals were asked about their current and past substance use 
behaviors. Over three-fourths of the sample reported using alcohol within the past month, and 
80% of the sample reported having sex while under the influence of alcohol. A large portion of 
the sample (68%) endorse ever using illegal drugs, with 54% of the sample endorsing have sex 
while using illegal drugs. Three subjects endorsed using illegal drugs in the past six months. Of 
those who endorsed using IV drugs, all denied ever sharing needles. Individuals were asked 
which illegal substances they had used in the past, with the top four substances endorsed being 
marijuana (53%), benzodiazepines (19%), cocaine (17%), and hallucinogenic (15%). In contrast 
to reports by Rosser, Oakes et al. (2009) and the CDC (2009) reported methamphetamine as the 
most commonly used substance with those who engaged in high risk sexual behaviors, this 
sample endorsed low rates of methamphetamine use. The sample in this research has endorsed 
significant amounts of substance use. Possible contributors to higher rates of substance use may 
be accounted for by minority stress, or subcultural norms. These will be discussed further in the 
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proceeding section on internalized homophobia and substance use group differences.   
Internet Use Behaviors. The connection between Internet use for sex partner seeking has been 
of interest in the literature; with the majority of research focused on sex seeking behaviors rather 
than overall Internet use. All subject reported having regular Internet access, with 24% reporting 
Internet access once daily and all other subjects reporting using the Internet multiple times a day. 
Over two-thirds of the sample reported having Internet access at work; reported an average of 18 
hours a week on non-work related Internet activities. Subjects reported an average of 9.79 (SD= 
23.09) hours online daily. Nearly all subjects reported using the Internet in other settings than 
work, with an average of 19.89 (SD= 19.97) spent online each week. Two-thirds of the sample 
reported spending their time online devoted to personal activities; with all subjects in the study 
reported visiting websites geared towards gay or bisexual men; 99% reporting using the Internet 
to find sexual partners. Individuals endorsed Craigslist.com as the top site used to find sexual 
partners, followed by Adam4Adam.com, Manhunt.com, and then Gay.com. Subjects indicated 
that the most frequent types of sites visited were either chat room sites or social networking. 
While not studied directly in this research, individuals were asked about other media devices 
such as smart phones to find sexual partners; with 60% responding they had used other media 
devices to find sexual partners.  
  Over two-thirds of the subjects endorsed having a personal web page or online profile. 
There was a large portion of the sample who reported not pretending to be someone while online, 
with 26% of the subjects endorsing they had. Nearly all subjects endorsed having at least one 
online screen name. The most frequent reason endorsed for using the Internet was for social 
networking (35%), followed by equal time spent between social networking and looking for 
sexual partners (32%), and then looking for sexual partner (19%). The intended population for 
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this research was MSM who use the Internet to find sexual partners. Individuals were asked to 
list other web sites they frequently visit and which can were categorized as dating sites, sub-
culture sites, LGBT news and social networking, blogs, gay lifestyle, fitness, locator sites, sexual 
partner finders (i.e., hook-up sites), and pornography.  Based on the information presented above 
on Internet use behaviors it can be concluded that the intended population was targeted and 
utilized in this research.  
 Research on Internet behaviors has focused more on the actual acts engaged in after an 
individual finds a sexual partner, and not the contributions of Internet use on an individual and 
their risk behaviors. The current research not only examined sexual activities engaged in while 
online, including seeking sexual partners, but other variables such as time spent on line and 
intent. These variables have not been reported in other research and may help to explain some of 
the inconsistency in findings about increased HIV-risk by seeking sexual partners online.  
Demographics and Internalized Homophobia.  
Several demographic variables were shown as contributing factors to the construct of 
internalized homophobia. There was a significant difference between groups in terms of levels of 
social comfort with gay or bisexual men with those 18-24 reporting significantly higher levels of 
internalized homophobia in social settings than those who were 45 years and older. This may be 
a result of an increased number of Internet users being younger, and having increased access to 
the Internet allowing for exploration of their sexuality and fantasies. Compared to the older 
cohort in the sample, younger MSM may not have a strongly formed identity, thus leading to 
increased levels of discomfort in social setting with other gay and bisexual men.  As suggested 
by Franssens and Colleagues (2010) the point an individual is in their coming out process may 
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contribute to more internalized homophobic feelings. Those who are in the early stages (18 to 
24-year-olds) of their development may not want to be viewed as part of the sexual minority 
community; subsequently inflating feelings of internalized homophobia towards venues that are 
perceived as catering towards a sexual minority population.  
Gay men reported lower levels of internalized homophobia in domains of public 
identification and overall levels of internalized homophobia compared to bisexual men. The 
discomfort experienced by bisexual men may be a result of a splitting of identity, with 
individuals living in both the in- and out-group. This splitting may result in higher levels of 
discomfort and self-loathing towards not only themselves, but also the sexual minority 
community at large. Bisexual men may be in early stages of identity development and may not 
have come out of the closet yet; thus have more difficulty with others identifying them as gay or 
bisexual in public. Support for these identity issues can be seen in the ratings of distress based on 
the venue the survey was heard on, specifically Craigslist.com. While the Internet provides a 
since of anonymity and safety, the sites used in this research allow for varying levels of public 
identification disclosure of one’s sexual orientation.  Those who responded to the survey from 
sites that have more of a open format that allows others to have access to personal information 
(i.e., Adam4Adam.com and Facebook.com) reported lower levels of internalized homophobia 
around public identification, with individuals who responded to the advertisement from 
craigslist.com (a site with limited access to personal information unless the participant opts to 
post and advisement) reported the highest levels of public discomfort.  
 There were two final demographic variables that showed significant contribution to 
ratings of internalized homophobia: education level and region of the United States the subject 
lived. There was an overall significant difference in terms of sexual comfort with other men in 
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terms of education level, with no pairwise comparison differences. Examination of the mean 
ratings of sexual comfort showed a general increasing of sexual comfort as an individual’s 
education level increased. This may be accounted for by an increase in an individual’s exposure 
to different world views. While there was no significant difference between the group means in 
terms of overall levels of internalized homophobia the major scale did approach significance (p= 
.06); showing similar trends with the means of those reporting for sexual comfort with men. 
Individuals were asked about the state they live in within the United States; with results being 
divided into six major geographical regions. There was a significant difference with individual’s 
differing in mean ratings of public identification as gay or bisexual. While no significant 
difference emerged in post hoc pairwise comparisons, examination of the means showed that 
those living in the northwest region of the country reported the lowest levels of public discomfort 
and those residing in the south central and southeast regions reported the highest levels of public 
discomfort. 
 Previous research has established that those living in the Northeastern part of the United 
States had lower ratings of internalized homophobia (Rosser, Oakes et al., 2009) The regional 
difference in this research may be explained by a larger portion of the sample living in the 
Northwest, specifically larger urban areas, rather than in other regions of the country. The 
northwest region consists of an integrated sexual minority population, with dominate and 
minority groups mixed throughout the communities. In general there is an attitude of tolerance in 
the northwest urban areas that may account for higher ratings of public identity comfort due to 
the fact that more subcultures are visible and accepted by the dominate culture.  
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Internalized Homophobia and Internet Use 
 Previous research has attempted to establish the link between the Internet and high HIV-
risk behaviors with varying results (Benotsch et al., 2002; Bolding et al., 2005; Coleman et al., 
2010; Elford et al., 2001; Franssens et al., 2010; Garofalo et al., 2007; Grov et al., 2008; Horvath 
et al., 2010; Hospers et al., 2002; Jenness et al., 2010; Kakietek et al., 2011; Kim et al., 2001; 
Lau et al., 2003; Liau et al., 2006; McFarlane et al., 2000; Mustanski, 2007; Preston et al., 2007; 
Rosser, Miner et al., 2009; Rosser, Oakes et al., 2009; Smith et al., 2006; Taylor et al., 2004).  
The first hypothesis examined in the current research was that MSM who use the Internet to find 
sexual partners with higher levels of internalized homophobia will have higher average Internet 
use behaviors than those with lower levels of internalized homophobia. This hypothesis was not 
supported. There was no significant difference between groups in terms of internalized 
homophobia and level of Internet use. Examination of the overall SIHS and three domains 
produced no group differences. While the hypothesis was not supported showing no difference 
between the groups on levels of internalized homophobia and Internet use several significant 
factors may contribute to an individual's overall level of internalized homophobia. 
 Key factors that contribute to an individual's overall internalized homophobia include 
pretending to be someone else while online, having a personal profile and/or website, and the 
number of hours spent online. Individuals who ascribed to a negative just world the belief (I.e. 
I'm a bad person therefore bad things happen to me) may be more prone to misrepresent 
themselves while looking for sexual partners online. Examination of the means of those who 
pretend to be someone else online while looking for sexual partners and public identity as gay or 
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bisexual indicated significantly higher ratings of public discomfort for those who misrepresent 
themselves. This misrepresentation may be a protective factor to hide one’s sexual minority 
status, or may be the result of a emerging sexual minority status. Further analysis indicated a 
difference between means of the groups for sexual comfort while pretending to be someone else 
online and rates of internalized homophobia. Sexual discomfort with other men may increase and 
individuals propensity to engage in more HIV-risk behaviors due to factors such as minority 
stress and view about the beliefs and values from the dominate culture towards the men who 
have sex with men community. There was a significant difference between overall internalized 
homophobia ratings with those endorsing pretending to be someone else online having higher 
mean internalized homophobia scores than those who reported not pretending to be someone else 
online. The overall rating of internalized homophobia on the Short Internalized Homonegativity 
Scale is a composite of the aforementioned subscales. It is not surprising to see an overall 
difference between the means on ratings of overall internalized homophobia, and may be 
explained by the aforementioned identity development and minority stressors.  
 Having a personal profile or web page was showed to be significantly different between 
group means around public identity. Individuals who reported having an online profile or web 
page reported less public identification discomfort than those who did not have a profile or web 
page. These findings provide support for Liau and Colleagues (2006) view that the Internet 
provides for anonymity and safety.  Individuals who may have a more secure identity 
development have reduced fear of stigma and discrimination from the dominate culture. This 
may account for differences between group ratings, and help explain why an individual may 
choose to have an online profile or personal web page. Finally, there were significant differences 
in the number of hours spent online for personal activities around social comfort with venues 
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catering towards sexual minorities. Individuals who spent less time online reported lower levels 
of social discomfort than those who spent more time online. Individuals who have higher rating 
of social discomfort may view the Internet as their only outlet to connect with other men, and 
subsequently spend a greater amount of time and energy seeking sexual partners online than their 
counterparts.  
It is important to note that while Internet use was not shown to have a significant effect 
on internalized homophobia, there are factors that do contribute to an individual's internalized 
homophobia. These significant findings are explained by theories such as the just world belief, 
minority stress model, and other factors contributing to negative views and evaluation if men 
who have sex with men. Subsequently this misrepresentation of the self may be a factor 
contributing to increased HIV-risk behaviors and thus resulting in higher infection rates for men 
who have sex with men who use the Internet to find sexual partners. These findings may not be a 
true representation of Internet use; due to sample size statistical power not being reach there is an 
increase for Type I error, rejecting the null hypothesis when it is in fact true. These findings add 
support to the views of Mustanski (2007), with the Internet being more of a tool for facilitating 
partner connection. There does not appear to be a direct role in those with higher ratings of 
internalized homophobia and Internet use as a possible HIV-risk behavior.  
Internalized Homophobia and Substance Use 
 The second hypothesis under investigation was that MSM with higher levels of 
internalized homophobia would report higher average substance use behaviors than those with 
lower levels of internalized homophobia. This hypothesis was supported, with there being group 
differences in overall ratings of internalized homophobia, and differences in two of the three 
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domains on the SIHS (public identification and social comfort). Overall, the higher endorsement 
of substance use the higher mean ratings of internalized homophobia across overall levels of 
internalized homophobia, public identity, and social comfort. Individuals who endorsed higher 
mean scores of overall internalized homophobia engaged in more substance use behaviors than 
those who reported lower levels of substance use. Further, those who endorsed moderate levels 
of substance use had higher ratings of internalized homophobia than those who endorsed lower 
levels of substance use.  With regards to the domains investigated on the SIHS, individuals with 
higher public identity discomfort endorsed more substance use behaviors than those with lower 
levels of public discomfort. Individuals with high and moderate social discomfort endorsed more 
substance use behaviors than those who endorsed low substance use behaviors. There were no 
significant differences in sexual comfort with regards to an individual’s sexual comfort with 
other men. These findings suggest that individuals who engage in higher substance use behaviors 
may be using the substance as a coping mechanism to deal with minority stress. This coping may 
decrease an individual’s inhibitions, resulting in increased HIV-risk behaviors, such as UAI, 
infrequent condom usage, and multiple sexual partners.  
 There were four specific factors that follow the same reporting pattern as stated above. 
These specific factors will be discussed independently and suggestions made about the possible 
relationship with the overall ratings of substance use and internalized homophobia. Individuals 
who endorsed ever being under the influence of alcohol during sexual encounters had lower 
levels of public identity and social discomfort than those who reported never having sexual 
encounters while under the influence. This may be due to individuals with greater public 
identification and social comfort being more willing to go to traditional venues (i.e., 
bars/nightclubs) where alcohol is readily available. This increased access to alcohol in traditional 
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venues may lower one’s inhibitions allowing them access and comfort in finding sexual partners. 
Those who endorsed never being under the influence of alcohol during sexual encounters may 
seek their sexual partners online and do not use alcohol due to the nature of needing to travel or 
meet someone in an unfamiliar environment. In this case, an individual’s lower ratings of 
internalized homophobia, public and social comfort may serve as a risk factor, leading to the 
Internet to serve as a protective factor in reducing HIV-risk behaviors. Similar to the findings on 
alcohol use during sexual encounters, those who endorsed using alcohol in the past month had 
lower levels of public identity discomfort and lower ratings of overall internalized homophobia. 
While there was a significant difference between those who had and had not used alcohol in the 
past month in overall internalized homophobia ratings, the mean difference was small. These 
overall ratings may be affected by the larger difference on the domain scale of public identity 
comfort. Individuals who endorsed using alcohol in the past month reported lower levels of 
public discomfort than those who had not used alcohol. This may be an effect of the venues 
individuals choose to visit, or may be explained by an age effect; with those who are younger not 
being able to visit traditional sexual minority venues.  
 Individuals were asked about their illegal drug habits, with significant group differences 
between having sexual intercourse while under the influence of illegal drugs and ever using 
illegal drugs. As mentioned with the alcohol use behaviors, those who have used illegal drugs 
may connect with sexual partners in a traditional venue, or may seek out partners online who are 
looking for what has been termed PNP (party and play) activities. Individuals may seek out 
sexual partners who are specifically looking to use drugs and have sexual intercourse. These 
partnerships may decrease and individual’s inhibitions and result in increased HIV-risk 
behaviors. Those who do not use illegal drugs may have protective factors such as being more 
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cautions with their sexual encounters with informal partners. The minority stress model may help 
explain protective factors with those who report higher levels of internalized homophobia and 
public discomfort resulting in individuals desire to not want to align with the dominate culture’s 
views of gay and bisexual men as engaging in heavy substance use. Individuals who endorsed 
lower levels of public, social and internalized homophobia distress reported engaging in 
substance use at some point in their life. It is not uncommon for substance use in the sexual 
minority community; individuals who have decrease public and social comfort may have 
increased access to illegal drugs and thus be more prone to experiment.  An individual’s overall 
level of internalized homophobia may be a protective factor reducing their likelihood to engage 
in alcohol and drug use. This protective factor may decrease the likelihood of lowered inhibitions 
and poor decision making to engage in higher HIV-risk behaviors with sexual partners. Of those 
who endorsed using illegal drugs, there were no significant differences in the chosen root of 
intake of illegal drugs upon levels of internalized homophobia.  
Internalized Homophobia and HIV-Risk Behaviors 
 The final hypothesis under investigation in this study examined was that MSM with 
higher rates of internalized homophobia would engaged in higher HIV-risk behaviors than those 
with lower ratings of internalized homophobia. There was one main overall HIV-risk behavior 
scale which showed significant differences in levels of public identity comfort; with no 
significant pairwise comparisons. There were no significant differences on the overall SIHS or 
domains of social or sexual comfort. The hypothesis was partially supported but not in the 
intended direction. There was a difference between groups in terms of public identification; with 
no significance on the SIHI overall or other two domain scales. Overall HIV-risk behaviors were 
examined through three domains: a) other risk behaviors, b) sexual behaviors with women, and 
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c) sexual behaviors with men. Previous research (Currie et al., 2005) established that there is a 
relationship between social comfort levels of internalized homophobia and sexual risk behaviors. 
In this study, there was a general pattern that public identification as gay or bisexual was a 
significant contributing factor to overall and domain HIV-risk behaviors. The proceeding 
discussion will examine the specific factors that contribute to overall HIV-risk behaviors and the 
three aforementioned domains.  
 Men who use the Internet to find male sexual partners with moderate or lower levels of 
public identity discomfort reported engaging in more HIV-risk behaviors than those who 
reported higher levels of public identity discomfort.  Overall, the sample reported relatively low 
levels of public discomfort as identifying as gay or bisexual. However, this difference in group 
means of public identity may be explained by those who engaging in higher overall HIV-risk 
behaviors having more of a fatalistic view towards HIV infection based on the individual’s 
perception that they have control over possible HIV infection. Individuals may ascribe to society 
views that MSM tend to be gay and are at greater risk of HIV infection, thus committing a self 
imposed reverse fundamental attribution error and ascribing possible HIV infection to being 
within their control and ultimately an innate risk of intercourse with men. These individuals may 
hold beliefs that, regardless of any precautionary measures they may take, society has deemed 
gay men as being responsible for HIV infection, as opposed to their counter parts being ascribed 
prevention being an external factor beyond their control. Those with moderate to low risk 
behaviors may ascribe to the view that prevention is within their control and take steps to reduce 
potential risk factors.  
 Two of the domains that make up the overall HIV-risk behavior scale showed significant 
differences in relation to public identity and no significance to any of the other scales on the 
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SIHS. Firstly, those who endorsed higher levels of other HIV-risk behaviors reported more 
public identity comfort than those who reported moderate to low levels of HIV-risk behaviors. 
Those who endorse higher levels of risk behaviors and low public identity discomfort may, as 
stated above, hold to the minority stress model. They may ascribe the negative values and beliefs 
about HIV infection that the dominate culture has, and thus engage in more risky behaviors. An 
examination of the specific factors that contribute to other HIV-risk behaviors showed a mix of 
distress in the major and domain scales of the SIHS. Individuals who endorsed ever being tested 
for HIV reported less social discomfort than those who had never been tested. This comfort may 
be due to a resolution of the minority stress model, with individuals who have been tested 
accepting that they may become infected with HIV at some point in their life and having a more 
open comfort in venues geared towards sexual minorities may help them develop support 
systems to rely on if they do become infected. Further, this difference may be a result of a 
practice effect, with those who frequently get tested for HIV having more exposure to the test 
and as a result have less stigma associated with the test. Disturbing, a large number of subjects 
stated they did not intend to get tested for HIV over the next 12 months. Those who reported no 
intension to get tested for HIV reported lower levels of sexual discomfort with men than did 
those who intended to be tested. This sexual discomfort may be a protective factor, with those 
not intending to get tested decreasing their sexual activity with men. However, the unwillingness 
to be tested may be a result of fear of stigmatization of a positive HIV diagnosis. Individuals 
with lower discomfort with men may be subject to issues of minority stress, fearing a positive 
HIV test and negative evaluation from support systems and the dominate culture.   
 Overall, those who reported being HIV seropositive endorsed less public identity, social, 
and internalized homophobia discomfort. Individuals who are seropositive may have resolved 
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issues of internalized homophobia; they may have told family and friends of their seropositive 
status, have a well defined support system, and have acceptance of the fatalistic views other 
MSM have. While the difference between HIV seropositive and seronegative individuals was not 
examined on specific risk behaviors, it is important to note that an individual’s seropositive 
status may have a protective factor in reducing issues related to internalized homophobia. As 
mentioned previously in this research, societal views about a homosexual’s personal 
responsibility for infection may influence the MSM individual who is seropositive and aid them 
in resolving long standing conflicts between the just world belief about them being a good 
person, and dominate culture beliefs condemning MSM as being immoral and deviant.  
 Adding validity to conflicts between internalized homophobia, risk behaviors, and 
interactions between just world beliefs and minority stress, factors were examined with regards 
to an individual’s perceptions of HIV infection risk. Individuals who believed their chances of 
contracting HIV was high had higher sexual discomfort than those who perceived low to 
moderate chances or those that were already HIV positive. Further, individuals who perceived a 
moderate risk of infection had higher social discomfort ratings than those with low risk 
perception, being HIV positive, or not knowing their risk. With regards to overall internalized 
homophobia, those who reported being HIV positive reported lower levels of internalized 
homophobia than those who reported a high, moderate, or low risk of infection.  As stated 
previously the just world belief and minority stress may play a role in individual’s risk behaviors. 
With regards to sexual comfort, those who view their chances of infection as high may ascribe to 
the dominate culture’s beliefs and values of MSM as being less than, deviant, or responsible for 
HIV infections. This may result in an individual feeling less sexual comfort with other men and 
as a result increase their likelihood to engage in higher risk behaviors as a result of discomfort 
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from discussing a sexual partner’s serostatus. These individuals may take a fatalistic view about 
a link between HIV infection and their MSM sexual behaviors. They may hold values and beliefs 
of the dominate culture during the HIV/AIDS epidemic of the heights of 1980s, believing that 
‘all gay men will get AIDS.’ As a result those with high sexual discomfort may accept these 
values and beliefs and as a means to reduce cognitive dissonance between their beliefs and 
values engage in higher risk behaviors.  
 Further, those who reported a moderate risk may feel uncomfortable in venues catering 
to sexual minorities and thus be less likely to engage in conversations around HIV infection and 
reducing risk behaviors. Individuals who are HIV positive have the lowest levels of internalized 
homophobia in all domains. Those that are HIV positive may have more comfort discussing their 
serostatus, and have resolved issues related to minority stress, just world belief, and 
responsibility for infection. Those that are HIV positive may be more willing to openly discuss 
sexual and social issues and may have accepted and resolved issues related to the dominate 
culture’s views towards MSM. HIV infection may result in an individual having to face 
existential crises of life and death. These crises may result in a reevaluation of one’s life and 
values. Further, they may accept the limitations of their disease and resolve views of the 
dominate culture; not wanting to impose the distress they endured on others.  
 The number of sexual partners an individual participant had over the past month and 12 
months had a significant impact on ratings of sexual discomfort with men. There was a 
significant difference between those who reported having at least 11 sexual partners over the past 
year and month and those who had less than 11 sexual partners. It appears that the greater the 
number of sexual partners an individual has, the less sexual comfort they have with men. This 
may be due to a self confirming bias with the dominate culture views of homosexuals as 
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promiscuous, and thus as an individual’s sexual partner numbers increases the less comfortable 
they are with sexual intercourse with other men. As a result, individuals with larger number of 
sexual partners may have a self-confirming bias that contributes to larger societal views that 
homosexuality is immoral and deviant and thus the individual may develop a since of learned 
helplessness towards their sexual comfort with men as number of partners increase.  
 A final set of factors that contributed to ratings of public identification issues around 
other risk factors are those specific to piercing and tattoo behaviors. While no conclusive 
evidence linked to an individual’s increased risk of HIV infection from piercing or tattoo 
needles, it is important to consider these factors since the piercing and tattoo process has 
increased as a social norm, and involves the use of needles and contact with bodily fluids. Those 
who endorsed ever having a body piercing reported lower levels of homophobia with regards to 
public identification, social comfort, and the overall SIHS. This finding may be a result of the 
male perception of masculinity, holding to a more traditional societal view that piercings are 
more of a feminine trait and that a male with piercings may be perceived by others as less 
masculine or homosexual. Internalized homophobia may serve as a protective factor for piercing 
behaviors due to more overt signs of social stigma around sexual orientation. These overt signs 
may cue potential sexual partners into the pierced individual’s sexual orientation allowing for 
greater ease in locating potential partners. In contract to piercing behaviors, holding more of an 
effeminate stigma, tattoos may be viewed as masculine. Factors related to public discomfort 
around having a tattoo or not showed that those with tattoos had lower public discomfort in 
identifying as gay or bisexual than those who did not have a tattoo. Individuals with more public 
discomfort may live a more guarded life around self-disclosure, viewing tattoos as a gateway for 
others to connect or form opinions about them. They may be reluctant to engage in tattoo 
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behaviors as a means of protecting their identity, thus adding a protective factor against HIV-risk 
behaviors.  
 Previous studies have linked having had an STD within the past 5 years, when the last 
HIV test was, and engaging in sexual acts within the past 12 months as increase HIV infection 
risk. There were no significant differences on any of these variables within this study.   
 The final domain that showed a significant differences between group means were those 
factors that involved sexual behaviors with women.  There was a significant difference in HIV-
risk behaviors with those who endorsed having sexual intercourse with women in the domain of 
public identification as gay or bisexual. Those who endorsed high risk behaviors had the highest 
level of public discomfort, followed by those who reported moderate risk, and then those who 
reported low risk. This difference may be due to an undefined identity formation or conflicts 
between an individual’s bisexual identity and social norms. Individuals who identify as bisexual 
experience minority stress from not only the dominate culture, but pressures from the sexual 
minority culture as well.  These stressors may result in an individual having a negative belief 
system about their sexual identity, thus resulting in increased HIV-risk behaviors as a means of 
justifying their belief about the world. Three specific factors add weight to this idea. Individuals 
who reported ever engaging in vaginal sex endorsed more public identity discomfort and overall 
internalized homophobia than those who had never had vaginal sex. With regards to the 
frequency of vaginal intercourse, those who endorsed often engaging in vaginal intercourse had 
the highest rating of public discomfort, followed by those who sometimes engaged in vaginal 
sex, and then those who rarely had vaginal sex. As previously stated this pattern may be due to a 
poorly defined identity structure resulting in increased distress and negative feelings towards 
homosexuals. Individuals who reported moderate to high vaginal intercourse may experience 
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pressure from both the dominate culture and sexual minority community to pick one gender to be 
attracted to resulting in increased discomfort in public settings for others to know their true 
desires.  
A final risk factor for those who have sex with women is the frequency of their condom 
use. Individuals who reported using condoms a few time during vaginal intercourse had the 
highest ratings of distress around public identity and overall internalized homophobia than those 
who reported always using condoms. Further, individuals who reported using condoms a few 
times during sex with women had higher ratings of public identity discomfort than those who 
never used condoms. This pattern may be that individuals who always or never use condoms 
have a well developed value system that is not in conflict with their behaviors. Those who 
endorsed infrequent condom use may be dealing with issues of cognitive dissonance which 
results in increased HIV-risk behaviors and higher ratings of public discomfort due to conflicts 
between their inconsistent condom use and belief systems.  
 The third domain that comprised the overall HIV-risk behavior scale included factors 
around sexual behaviors with men. There were no significant differences between group mean on 
the overall rating of HIV-risk behaviors for MSM with ratings of internalized homophobia. It is 
interesting to note that there are four specific variables that were shown to have significant group 
mean differences with regards to sexual behaviors. Similar to the other domain scales, the MSM 
area scale showed a general trend of public identification as the major domain of influence in 
HIV-risk behaviors. Those who frequently engaged in anal intercourse had lower ratings of 
public discomfort than those who endorsed rarely engaging in anal intercourse.  Those who 
frequently engage in anal intercourse may have protective factors that contribute to their sexual 
identity development which reduce stigma around anal intercourse with other men. Individuals 
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with infrequent anal intercourse may be experimenting or have a poorly defined sexual identity 
which causes conflicts between dominate societal views and the behaviors engaged in.  
 There was a significant difference in group means with those endorsing taking the 
dominate position (top) during sex reporting less sexual discomfort than those who took a 
versatile sexual position. There were no significant differences with those who took a submissive 
(bottom) position during sexual intercourse with men. This difference may be accounted for by 
an individual’s beliefs about masculinity, viewing taking a versatile position and being more 
passive and not having their sexual and psychological need fulfilled. Those who took a versatile 
role may have increased sexual discomfort with men due to feeling emasculated and not meeting 
traditional dominate gender roles. These duel sexual roles may increase an individual’s 
discomfort during sex with having a desire to act more dominate while being submissive to a 
more assertive partner.  
 Those who endorsed sleeping with someone in the past 6 months who was HIV 
seropositive reported lower public identity discomfort than those who reported no sleeping with 
a seropositive partner. While considered a high risk behavior, those who endorsed sleeping with 
someone who is HIV positive appear to have better acceptance with identifying publicly as gay 
or bisexual. This sexual behavior may be a result of the destigmatization of HIV within the 
sexual minority community, allowing those who have lower rates of public identity discomfort to 
explore alternative sexual partners regardless of the partner’s serostatus. Additionally, those who 
reported having anal intercourse with someone who worked as a prostitute reported lower levels 
of public identity and overall internalized homophobia than those who had not. Individuals who 
have sought sex with a prostitute may have sought out a source they felt safe to explore their 
same-sex fantasies and desires. The acting on sexual desires may be a means of exploring 
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unfulfilled in a manner that is perceived as protection of their private identity as a MSM. Further, 
individuals may view paying for sex as more socially acceptable and reduce internal conflicts 
between minority stress and beliefs in a just world.  
 There were several factors that approached significance in the male sexual behavior 
domain that future researchers may want to examine further. These factors included social 
comfort in those who have had sexual contact with a member of the same-sex, social comfort 
with the frequency of sexual contact with members of the same-sex, social comfort with those 
who have ever had anal intercourse, public identification discomfort with those who have had 
anal intercourse with someone who was known to use IV drugs, and social comfort with those 
who have trades sexual intercourse for money or illegal drugs. While not discussed in this 
research these factors were shown to be possible contributing factors to HIV-risk behaviors with 
regards to sexual behavior with men in the MSM community.  
 Finally, there were several factors that had been previously identified by researchers that 
were shown to be significant to HIV-risk behaviors. When these factors were compared with 
levels of internalized homophobia no significant group means differences emerged. There were 
no differences between those who know their sexual partner’s sexual history. Further, there were 
no significant differences between groups in regards to age of first anal intercourse with a 
member of the same-sex, frequency of UAI in the past 6 months, frequency of condom use 
during oral sex, and trading sex for money in the past 6 months. Various researchers have 
identified these factors as possible contributing factors to HIV-risk behaviors when comparing 
them to internalized homophobia ratings (Bolding et al., 2005; Fortenberry et al., 2010; 
McFarlane et al., 2000; Ratti et al., 2010; Reece et al., 2010; Rosser, Miner et al., 2009; Rosser, 
Oakes et al., 2009; Sanders et al., 2010; Schick et al., 2010; Wade et al., 2010; Wilkerson et al., 
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2010). There were no significant differences with the MSM sample used in this research and the 
aforementioned variables.   
 In summation, the constructs of HIV-risk behaviors and internalized homophobia are 
highly complex with many factors that may affect the interactions between the two. Further 
compounding this complexity is the use of the Internet to find sexual partners. As suggested by 
Franssens and Hopers (2010), the Internet may be more of a tool that MSM use to find sexual 
partner rather than play a direct causal relationship in HIV-risk behaviors. While this study 
established that there were significant differences in substance use behaviors with regards to 
internalized homophobia playing a role in an individual’s level of public identification, social 
comfort, and overall levels of internalized homophobia. The hypothesis that individuals with 
higher HIV-risk behaviors who have higher levels of internalized homophobia than those who 
report lower levels of HIV-risk behaviors was supported but in the non-intended direction, with 
those reporting higher HIV-risk behaviors reporting lower levels of internalized homophobia. 
This research shows a significant difference between groups means levels of internalized 
homophobia on a variety of HIV-risk behaviors, which should be investigated further.   
Limitations 
 Due to the nature of this research there are innate limitations that should be addressed. 
Firstly, Internet based research results in difficulties with sampling bias and methodological 
challenges. Sampling bias may have affected the results in this study due to selection bias. While 
the advertisements for participants were placed on a number of Internet sites, those who opted to 
respond to the survey may have had motivational factors that increased their participation in the 
study. This may result in a under representation of those with higher levels of internalized 
homophobia.  Individuals with higher levels of internalized homophobia may have opted to not 
 GROUP DIFFERENCES OF INTERNALIZED HOMOPHOBIA 
118 
 
respond to the survey out of concerns public identity and social discomfort. While analysis of the 
data showed the intended population was reached, the results presented here may not truly reflect 
the attitudes, beliefs, and behaviors of those with higher levels of internalized homophobia. 
Individuals who responded to the survey may have lower levels of internalized homophobia than 
those who did not respond to the survey. Thus resulting in an under representation of those with 
higher levels of internalized homophobia.  Issues of selection bias should be considered when 
interpreting these results and reflecting them back to the larger MSM population.  
 Issues related to sample size raise concerns of possible Type I error, rejecting the null 
hypothesis when it is in fact true. Based on the statistical analysis used in this research and an a 
priori power analysis the suggested sample size was not reached, thus increasing concerns of 
Type I error. Subsequently, the inability to decrease Type I error may result in increased 
possibility of Type II error, accepting the null hypothesis when it is in fact false. These Type I 
and II errors raise concerns about the support of the hypotheses and raise questions about the 
validity of the results. The results presented here should be interpreted with caution due to the 
limited capacity to reduce Type I and II errors.  
 The selection bias and increased potential for Type I and II error reflect on the 
generalizability of this research. While there were significant differences between groups that 
support two of the three hypotheses investigated the results should be reflected back to the 
population sparingly. The Internet sample used in this study self-selected to participate, which 
can create a narrow sample of the population and not a true reflection of the population. Those 
who opted to participate may have lower internalized homophobia and results may not reflect the 
true attitudes and behaviors of those with higher rates of internalized homophobia. The Internet 
provides one view of the population of high internalized homophobics. The current research did 
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not tap into those who do not have Internet access, thus providing a limited sample and 
subsequently reducing the ability to generalize back to the population of individuals with higher 
levels of internalized homophobia. The sample demographic characteristics were well distributed 
providing a good representation from many domains. However, there was a large over 
representation of individuals from the northwest portion of the United States, and an under 
representation of ethnic and racial groups. The findings in this research cannot be applied to all 
MSM Internet users with internalized homophobia, and results should be interpreted with 
consideration of the demographic characteristic limitations.  
 Further, this was a self-report survey which may increase the potential for over or under 
reporting of symptoms. While the Intent provides a since of anonymity and safety, individuals 
may have under reported some variables. Issues related  to demand characteristics may have 
occurred with reporting of number or sexual partners, with the subject either not wanting to 
reflect their true behaviors or wanting to over or under inflate the numbers to aid in the research.  
While the Internet does remove the researcher from having direct contact with the subject, the 
nature in which the survey was distributed may have limited the number of individuals who 
participated. Since individual were asked to contact the researcher for a hyperlink to the survey, 
those who may be more open about their sexuality opted to take this extra step in gaining access 
to the survey. It would be suggested for future research to eliminate this process and have the 
hyperlink posted directly into advertisements to allow for greater access to the population. This 
will help eliminate potential demand characteristic biases from participants, and aid in gaining 
access to those with higher levels of internalized homophobia.  
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Future Research 
While reviewing previous and current research several questions arose that are important areas 
for future research consideration.  The original concept of this research was to compare an online 
and offline sample of MSM in relation to Internet use, HIV-risk behaviors and substance use. 
Researchers have started to explore online and offline samples with regards to HIV-risk 
behaviors, yet no studies were identified that examine levels of internalized homophobia 
between an online and offline sample. This may help researchers gain a deeper understanding 
into the differences between these distinct groups. Further, this area of research will help identify 
and isolate the Internet as a possible risk factor and aid in the understanding of Internet behaviors 
as possible confounds to HIV-risk behaviors. Further, comparison of an online and offline 
sample will aid in the understanding and clarification of internalized homophobia behaviors and 
any contribution the Internet may play in facilitation of HIV-risk behaviors.  
The current research identified that MSM who also have sexual behaviors with women 
had high levels of internalized homophobia, it may be warranted for researchers to compare the 
men who have sex with men populations against the men who have sex with women populations 
on Internet use behaviors to find sexual partners. While the majority of research on Internet use 
and HIV-risk behaviors have focused on sexual minorities, no studies were identified that 
compare male sexual behaviors by preferred gender of sexual partners. It has been assumed, 
based on HIV infection rates, that MSM engage in higher risk behaviors, with little research 
examining the sexual minority population against the dominate population by gender.   
  As noted in this research, there were significant differences in an individual’s perception 
of risk and internalized homophobia. This was not a major area investigated in this research, but 
warrants further investigation in both the sexual minority and dominate population. While MSM 
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have been shown to engage in high rates of HIV-risk behaviors in the early research in this area, 
there have been significant societal changes that may increase the risks and perceptions of not 
only the sexual minority population but the dominate population as well. Further, researchers 
should consider issues around just world belief and minority stress in MSM with regard to 
perception of risk of infection. This area of research has not been tapped into as of yet.  
 Traditionally research on HIV risk behaviors has investigated the behaviors and 
perceived risk of those developing the instruments to examine risk. I did not come across any 
qualitative studies that examined the reasons individuals who engage in HIV-risk behaviors 
continue with these behaviors. It may be time for researchers to move away from a quantitative 
approach in this area and move towards a qualitative approach. This would allow for the 
exploration of beliefs and behaviors engaging in, as well as allow researchers to explore the 
underlying reasoning individuals engage in HIV-risk behaviors despite the risk of infection.  
 Along these same lines, the topic of cognitive dissonance has not been examined as a 
possible contributing factor to explain the discrepancy between individual’s behaviors and 
perception of risk. Researchers should investigate any possible link between actual behaviors 
engage in and the justifications subjects provide to themselves while engaging in risk behaviors. 
Similarly, the just world belief has been explored in some research with risk behaviors but there 
are questions that arose about why individuals misrepresent themselves online and any relation 
to increased HIV-risk behaviors. Researchers may want to examine if individuals who 
misrepresent themselves who engage in HIV-risk behaviors have a negative belief in a just 
world, or if cognitive distortions may play a protective factor to justify the contradictive 
behaviors of misrepresenting themselves and perception of HIV infection risk.  
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Appendix A: Short Internalized Homonegativity Scale 
 
Please select the best answer to the following questions: 
 
1. I am comfortable about people finding out that I am gay 
 
    1  2  3  4  5  6  7  
Strongly              Disagree               Somewhat                   Neither            Somewhat                 Agree             Strongly 
Disagree           Disagree         Agree/Disagree         Agree              Agree 
 
2. It is important to me to control who knows about my homosexuality 
 
  1  2  3  4  5  6  7  
Strongly              Disagree               Somewhat                   Neither            Somewhat                 Agree             Strongly 
Disagree           Disagree         Agree/Disagree         Agree              Agree 
 
3. I feel comfortable discussing homosexuality in a public situation 
 
  1  2  3  4  5  6  7  
Strongly              Disagree               Somewhat                   Neither            Somewhat                 Agree             Strongly 
Disagree           Disagree         Agree/Disagree         Agree              Agree 
 
4. Even if I could change my sexual orientation I wouldn’t 
 
  1  2  3  4  5  6  7  
Strongly              Disagree               Somewhat                   Neither            Somewhat                 Agree             Strongly 
Disagree           Disagree         Agree/Disagree         Agree              Agree 
 
5. Most gay men cannot sustain a long-term committed relationship 
 
  1  2  3  4  5  6  7  
Strongly              Disagree               Somewhat                   Neither            Somewhat                 Agree             Strongly 
Disagree           Disagree         Agree/Disagree         Agree              Agree 
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6. Most gay men prefer anonymous sexual encounters 
 
  1  2  3  4  5  6  7  
Strongly              Disagree               Somewhat                   Neither            Somewhat                 Agree             Strongly 
Disagree           Disagree         Agree/Disagree         Agree              Agree 
 
7. Gay men tend to flaunt their sexuality inappropriately 
 
  1  2  3  4  5  6  7  
Strongly              Disagree               Somewhat                   Neither            Somewhat                 Agree             Strongly 
Disagree           Disagree         Agree/Disagree         Agree              Agree 
 
8. Gay men are generally more promiscuous than straight men 
 
  1  2  3  4  5  6  7  
Strongly              Disagree               Somewhat                   Neither            Somewhat                 Agree             Strongly 
Disagree           Disagree         Agree/Disagree         Agree              Agree 
 
9. I often feel intimidated while at gay venues 
 
  1  2  3  4  5  6  7  
Strongly              Disagree               Somewhat                   Neither            Somewhat                 Agree             Strongly 
Disagree           Disagree         Agree/Disagree         Agree              Agree 
 
10. Social situations with gay men make me feel uncomfortable 
 
  1  2  3  4  5  6  7  
Strongly              Disagree               Somewhat                   Neither            Somewhat                 Agree             Strongly 
Disagree           Disagree         Agree/Disagree         Agree              Agree 
 
11. I feel comfortable in gay bars 
 
  1  2  3  4  5  6  7  
Strongly              Disagree               Somewhat                   Neither            Somewhat                 Agree             Strongly 
Disagree           Disagree         Agree/Disagree         Agree              Agree 
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12. Making an advance to another man is difficult for me 
 
  1  2  3  4  5  6  7  
Strongly              Disagree               Somewhat                   Neither            Somewhat                 Agree             Strongly 
Disagree           Disagree         Agree/Disagree         Agree              Agree 
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Appendix B: HIV-Risk Behaviors Scale 
 
Risk Factors 
 
1. Have you donated blood since March 1985? 
a. Yes 
b. No 
c. Don’t know 
2. During the past 12 months have you donated blood? 
a. Yes 
b. No 
c. Don’t know 
3. Have you ever been tested for HIV? 
a. Yes 
b. No 
c. Don’t know 
4. I’m going to show you a list of reasons why some people have NOT been tested for HIV. Which 
one of these would you say is the MAIN reason why you have not been tested? 
a. It’s unlikely you’ve been exposed to HIV 
b. You were afraid to find out if you were HIV positive (that you had HIV) 
c. You didn’t want to think about HIV or about being HIV positive 
d. You were worried your name would be reported to the government if you tested 
positive 
e. You didn’t know where to get tested 
f. You didn’t like needles 
g. You were afraid of losing job, insurance, housing, friends, family, if people knew you 
were positive for AIDS infection 
h. Some other reason 
i. No particular reason 
j. Don’t know 
5. In what month and year was your last test for HIV?   
a. ________month ___________year 
b. Don’t know 
6. Was your last HIV test? 
a. 6 months or less 
b. More than 6 months but not more than 1 year ago 
c. More than 1 year ago, but not more than 2 years ago 
d. More than 2 years ago, but not more than 5 years ago 
e. More than 5 years ago 
f. Don’t know 
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7. I’m going to show you a list of reasons why some people have been tested for HIV. Which of 
these would you say was the MAIN reason for your last HIV test? 
a. Someone suggested you should be tested 
b. You might have been exposed through sex or drug use 
c. You might have been exposed through your work or at work 
d. You just wanted to find out if you were infected or not 
e. For part of a routine medical check-up, or for hospitalization or surgical procedure 
f. You were sick or had a medical problem 
g. For health or life insurance coverage 
h. For military induction, separation, or military service 
i. For immigration 
j. For marriage license or to get married 
k. You were concerned you could give HIV to someone 
l. You wanted medical care or new treatments if you tested positive 
m. Some other reason 
n. No particular reason 
o. Don’t know 
8. Who suggested you get tested? 
a. Doctor, nurse, or other health care professional 
b. Sex partner 
c. Someone at health department 
d. Family member or friend 
e. Other 
f. Don’t know 
9. Do you expect to have another test for HIV in the next 12 months? 
a. Yes 
b. No 
c. Don’t know 
10. What are your chances of getting HIV? 
a. High 
b. Medium 
c. Low 
d. None 
e. Already have HIV or AIDS 
f. Don’t know 
11. Tell me if ANY of these statements are true for YOU. 
a. You have hemophilia and have received clotting factor concentrations. Yes/No 
b. You are a man who has had sex with other men, even just one time. Yes/No 
c. You have taken street drugs by needle, even just one time.  Yes/No 
d. You have traded sex for money or drugs, even just one time.  Yes/No 
e. You have tested positive for HIV.      Yes/No 
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f. You have had sex, even just one time, with someone who would answer “yes” to any of 
these statements        Yes/No 
12. In the past 5 years have you had an STD (gonorrhea, Chlamydia, syphilis, herpes, and genital 
warts) other than HIV or AIDS? 
a. Yes 
b. No 
c. Don’t know 
13. Have you ever tested positive for HIV, or been told you have HIV or the AIDS virus? 
a. Yes 
b. No 
14. Have you ever had any body piercings? 
a. Yes 
b. No 
15. In the past six months have you had any body piercings? 
a. Yes  
b. No 
16. Have you ever gotten a tattoo? 
a. Yes 
b. No 
17. In the past six months have you gotten a tattoo? 
a. Yes 
b. No 
 
Sexual Behaviors 
 
18. Have you engaged in sexual acts over the past 12 months? (If respondent answers no Skip to 
next Substance Abuse Section) 
a. Yes 
b. No 
19. Have you had sexual contact with a member of the opposite sex within the past 12 months? (If 
respondents answers No, skip to question 21) 
a. Yes 
b. No 
19 a. Have you had sexual contact with a member of the opposite sex within the past 6 months? 
a. Yes 
b. No 
19 b. Have you had sexual contact with a member of the opposite sex within the past 3 months? 
a. Yes 
b. No 
19 c. Have you had sexual contact with a member of the opposite sex within the past month? 
a. Yes 
b. No 
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19 d. Have you had sexual contact with a member of the opposite sex within the past week? 
a. Yes 
b. No 
20. Have you ever had vaginal sex? (By vaginal sex, we mean have you ever put your penis in a 
woman’s vagina) 
a. Yes 
b. No  
21. How old were you when you first had vaginal sex? _______ 
 
22. Have you had sexual contact with a member of the same sex within the past 12 months? (If 
respondent answers no skip to question 22) 
a. Yes 
b. No 
22 a. Have you had sexual contact with a member of the same sex within the past 6 months? 
c. Yes 
d. No 
22 b. Have you had sexual contact with a member of the same sex within the past 3 months? 
a. Yes 
b. No 
22 c. Have you had sexual contact with a member of the same sex within the past month? 
a. Yes 
b. No 
22 d. Have you had sexual contact with a member of the same sex within the past week? 
a. Yes 
b. No 
23. Have you ever had anal intercourse? (By anal intercourse, we mean have your or anyone else 
put a penis in your anus or in someone else’s anus).  
a. Yes 
b. No 
24. How old were you when you first had anal sex? ________ 
 
25. How many sexual partners have you had over the past 12-months? ____________ 
25 a. How many sexual partners have you had over the past 6 months?  _________ 
25 b. How many sexual partners have you had over the past month? __________ 
25 c. How many sexual partners have you had over the past week? ___________ 
 
26. Have you ever engaged in unprotected anal intercourse with a sexual partner? 
a. Yes 
b. No 
 
27. Have you ever had unprotected vaginal intercourse? 
a. Yes 
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b. No  
28. Over the past 6 months, how many sexual partners have you had unprotected anal intercourse 
with? 
a. None, always use a condom 
b. A few 
c. About half 
d. Over half 
e. Never used protection 
29. Have you ever had oral sex? 
a. Yes 
b. No 
30. When having oral sex, how often do you use a condom? 
a. None, always use a condom 
b. A few 
c. About half 
d. Over half 
e. Never used protection 
31. When having anal penetrative sex, which role do you most frequently assume? 
a. Dominate or Top, doing the penetrating 
b. Passive or Bottom, being penetrated 
c. Versatile, Split between the two 
32. Have you ever had sex in trade for money or drugs (If no skip to question 29)? 
a. Yes 
b. No 
32 a. Over the past six months how often have you ever traded sex for money? 
a. Never 
b. A few times or less 
c. A few times a month 
d. Once or more each week 
e. Daily 
32 b. Over the past six months how often have you ever traded sex for drugs? 
a. Never 
b. A few times or less 
c. A few times a month 
d. Once or more each week 
e. Daily 
33. In the past six months, have you ever had sex with someone you know (or later found out) was 
HIV positive or had AIDS? 
a. Yes 
b. No 
34. Have you ever had vaginal sex with someone you know who worked as a prostitute? 
a. Yes 
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b. No 
35. Have you ever had vaginal sex with someone you know who injected drugs? 
a. Yes 
b. No 
36. Have you ever had vaginal sex with someone who you didn’t know their sexual history or didn’t 
know their sexual history very well? 
a. Yes 
b. No 
37. Have you ever had anal sex with someone you know who worked as a prostitute? 
a. Yes 
b. No 
38. Have you ever had anal sex with someone you know who injected drugs? 
a. Yes 
b. No 
39. Have you ever had anal sex with someone who you didn’t know their sexual history or didn’t 
know their sexual history very well? 
a. Yes 
b. No 
40. Have you ever had sex while under the influence of alcohol? 
a. Yes 
b. No 
41. Have you ever had sex while under the influence of drugs? 
Substance Use 
 
42.  In the past month have you used alcohol, such as beer, wine, or liquor? 
a. Not at all 
b. A few times 
c. A few times each week 
d. Daily 
 
43. Have you ever used illegal drugs (If NO skip to Needle Section)? 
a. Yes 
b. No 
43 a. In the past month what type of illegal drugs have you used? Please mark all that apply. 
a. Cocaine 
b. Heroin 
c. Methamphetamine 
d. Marijuana 
e. Crack 
f. Benzodiazepines (benzos, benzies) such as Zanax, Valium, Klonipin or Ativan 
g. Painkillers, such as Percadan, Percacet, Vicodin, Demerol, Diaudid, Darvocet, or 
Codeine 
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h. LSD or other hallucinogens 
i. Opiods, such as Oxycodone 
 
43 b. In the past month how often have you used drugs through injection (either by self 
injection or by someone else)? 
a. Not at all 
b. A few times 
c. A few times each week 
d. Daily 
43 c. In the past month how often have you snorted illegal drugs? 
a. Not at all 
b. A few times 
c. A few times each week 
d. Daily 
43 d. In the past month how often have you smoked illegal drugs? 
a. Not at all 
b. A few times 
c. A few times each week 
d. Daily 
 
Needle Use Habits (IV Drug use) 
 
44.  In the past six months, have you injected drugs? 
a. Yes 
b. No 
    44 a. In the past six months, have you shared needles or works? 
a. No  
b. Yes 
            44 b.  How many different people did you share needles in the past six months? 
a. 0 or I have not shot up in the past six months 
b. 1 other person 
c. 2 or 3 different people 
d. 4 or more different people 
44 c.  In the past six months, how often have you used a needle after someone (with or without 
cleaning)? 
a. Never or I have not shot up or shared in the past six months 
b. A few times or less 
c. A few times a month 
d. Once or more each week 
e. Daily 
44 d. In the past six months, how often have others shared needles after you (with or without 
cleaning)? 
 GROUP DIFFERENCES OF INTERNALIZED HOMOPHOBIA 
143 
 
a. Never or I have not shot up or shared in the past six months 
b. A few times or less 
c. A few times a month 
d. Once or more each week 
e. Daily 
44 e. In the past six months, how often have you shared needles with someone you know (or 
later found out) had AIDS or was positive for HIV, the AIDS virus? 
a. Never or I have not shot up or shared in the past six months 
b. A few times or less 
c. A few times a month 
d. Once or more each week 
e. Daily 
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Appendix C: Demographic Survey 
 
Please respond to the following questions: 
 
Demographic Questions 
1. How old are you?    ________ 
2. What is your gender? 
a. Male 
b. Female 
c. Transgender  
3. What is your race? 
a. White/Caucasian 
b. Black/African American 
c. Hispanic/Latino 
d. Native American/Native Alaskan Indian 
e. Asian 
f. Hawaiian/ Pacific Islander 
g. Middle Eastern/Arab 
h. Other 
4. What is your ethnicity? 
a. Hispanic, Latino 
b. Non-Hispanic 
c. Other 
5. What is your sexual orientation? 
a. Gay/Homosexual 
b. Bisexual 
c. Straight/Heterosexual 
d. Other 
e. Refuse to answer 
f. Don’t know 
6. What year were you born? _________  
7. What is the highest level of education you completed? 
a. Below 12th grade 
b. Graduated High School/GED 
c. 2 year degree (Associates) 
d. Four year degree (Bachelors) 
e. Masters Degree 
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f. Doctorate Degree 
 
 
8. What is your annual income? 
a. $0000 - $4,999 
b. $5,000 - $9,999 
c. $10,000 - $14,999 
d. $15,000 - $19,999 
e. $20,000 - $ 29,999 
f. $ 30,000 - $39,999 
g. $40,000 -  $49,999 
h. $50,000 -  $59,999 
i. $60,000 - $69,999 
j. $ 70,000 - $79,999 
k. $80,000 - $89,999 
l. $90,000 - $99,999 
m. More than $100,000 
9. Where did you hear about this survey? 
a. Craigslist.com 
b. Adam4adam.com 
c. Manhunt.com 
d. Q-center 
e. Bar/nightclub 
f. Salon Q 
g. Gay.com 
h. Facebook.com 
i. Bath house 
j. Adult book store 
k. Other 
10. Where do you live? 
a. Urban/City area 
b. Rural area 
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Appendix D: Internet Use Survey 
 
Please respond to the following question about your computer usage.  
 
1. Do you have access to the Internet? 
a. Yes 
b. No 
2. How often do you access the Internet? 
a. Once a month or less 
b. Once a week 
c. Several times a week 
d. Daily 
e. Several times a day 
3. Do you use the Internet at work? 
a. Yes 
b. No 
4. How much time do you spend online at work per week for non-work related activities? 
a. 0-1 
b. 2-5 
c. 6-10 
d. 11-15 
e. 16-20 
f. 20+ 
5. How many hours a day do you spend online for any activity? 
a. 0-1 
b. 2-5 
c. 6-10 
d. 11-15 
e. 16-20 
f. 20+ 
6. Do you use the Internet in any other setting other than work? 
a. Yes 
b. No 
7. How many hours a week do you spend online for personal activity? 
a. 0-1 
b. 2-5 
c. 6-10 
d. 11-15 
e. 16-20 
f. 20+ 
8. How do you spend the majority of your time on the Internet? 
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a. Work/Office setting 
b. Personal use 
c. Split ½ work and ½ personal 
 
9. Have you ever visited a site specifically geared towards a gay or bisexual male population? 
a. Yes 
b. No  
8a. Have you ever visited Gay.com? 
a. Yes 
b. No   
8b. Have you ever visited Adan4Adam.com? 
a. Yes 
b. No 
8c. Have you ever visited Manhut.com? 
a. Yes 
b. No 
8d. Have you ever visited Craigslist.com Man4Man section? 
a. Yes 
b. No 
8e. Please list any other websites visited. (allow for individual to fill in specific 
sites)_____________ 
 
10. Have you ever used the Internet for the intent of finding a sexual partner? 
a. Yes 
b. No 
11. What kind of activities do you engaging in when on line the most? (check all that apply) 
a. Chat 
b. Retail 
c. Sales 
d. Education/school 
e. Games 
f. Music/films/celebrity 
g. News 
h. Religion 
i. Sports 
j. Other 
 
12. Do you have a personal web page 
a. Yes 
b. No  
13. Do you ever pretend to be someone else (e.g., different age, sex, or appearance) in chat, 
instant message or other Internet sites? 
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a. Yes 
b. No  
14. Do you have at least one nickname that you use in chat rooms, instant message, or other 
Internet sites? 
a. Yes 
b. No 
15. Which do you use the Internet for the most? 
a. Social Networking 
b. School or Work 
c. Looking for Sexual Partners 
d. Equal time between social networking and looking for sexual partners 
e. Other: ___________ 
16. Have you ever used the Internet to look for sexual partners? 
a. Yes 
b. No 
17. Have you ever used any other type of media device (e.g., Blackberry, iPhone, iPad) to look 
for sexual partners? 
a. Yes 
b. No 
 
 
 
 
